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Brand of Primidone 


Reports from 15 countries attest to the clinical effectiveness of ‘‘Mysoline” 
in grand mal and psychomotor attacks. These results are confirmed by three 
years of successful use in the United States. No irreversible toxic effects have 
been reported. When side effects such as drowsiness and ataxia occur, they 
are usually mild and transitory, tending to disappear as therapy is continued 
or dosage is adjusted. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
AYERST LABORATORIES * NEW YORK, N. Y. »* MONTREAL, CANADA 


“‘Mysoline”’ is available inthe United States by arrangement with Imperial Chemical Industries Ltd. 
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This man was fortunate in finding 

a good job after his discharge from 
the hospital. The job keeps him busy, 
however, and he often forgets his 
mid-day maintenance medication. 

His neglect may cause a relapse. 


Kris! reports that the sustained, 

10- to 12-hour therapeutic effect of 
one oral dose of ‘Thorazine’ Spansule 
capsule medication “. . . enables the 
patient to omit the inconvenience 

of the mid-day dose and also insures 
a more even distribution of the 

effect of [“Thorazine’].” 


One ‘Thorazine’ Spansule capsule 
taken on arising provides all-day 
protection against the breakthrough 
of symptoms and eliminates the 
“forgotten dose” which may impede 
the patient’s readjustment. 


Thorazine* 


chlorpromazine, S.K.F. 


Spansule* 


sustained release capsules, S.K.F. 


30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 


Smith Kline & French Laboratories, Philadelphia 


1. Kris, E.B.: Simplifying Chlorpromazine Maintenance 


Therapy, Am. J. Psychiat. 114:836 (March) 1958. 
*T.M. Reg. U.S. Pat. Off. 
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CHEMICALLY IMPROVED ~— beneficial proper- 
ties potentiated . . . unwanted effects reduced, 
‘through modification of the phenothiazine struc- 
ture 


PHARMACOLOGICALLY IMPROVED —en- 
hanced potency with far less sedative effect 


CLINICALLY IMPROVED ~ does not oversedate 
the patient into sleepiness, apathy, lethargy... 
active and rapid in controlling manic excitement, 
psychotic agitation and panic, delusions and hal- 
lucinations, hostility, and intractable behavior... 
drug-induced agitation minimal 


AND IN EXTENSIVE CLINICAL EXPERIENCE — 
SINGULARLY FREE FROM TOXICITY 


IN SCHIZOPHRENIA / MANIC STATES/ PSYCHOSES ASSOCIATED 
WITH ORGANIC BRAIN DISEASE 


effects smooth and rapid control of psychotic symp- 
toms————> _ facilitates insight. permits 
early introduction of 
proves patient-personnel relationship» hastens 
social rehabilitation 


Squibb Triflupromazine Hydrochloride 


the new, improved agent for better 
management of the psychotic patient... 
with greater freedom from toxicity 


*VESPRIN® IS A SQUIBB TRADEMARK 


DOSAGE: 

Oral route—usual initial dosage, 25 mg., t.i.d. Adjust 
dosage according to patient response. (Observe caution 
in giving daily oral doses in excess of 300 mg.) 
Intramuscular route—suggested dosage, 20 mg., t.i.d. (Ob- 
serve caution in exceeding daily intramuscular doses of 
150 mg.) 

(See package insert for additional information) 

Oral Tablets: 10 mg., 25 mg., 50 mg. press-coated tablets 
in bottles of 50 and 500 

Parenteral Solution: 1 ec. ampuls (20 mg./ce.) 


Squibb Quality— 
The Priceless Ingredient 
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(reserpine CIBA) 


With a growing history of success, Serpasil continues 

to play a major role in the treatment of emotionally 
} disturbed psychiatric patients. Under its calming, pro- 
tective action, agitation and tension give way to se-— 
renity—--yet drive and energy are retained. For Serpasil 
"modulates" more than it sedates, making the patient 
better able to cope with his problems. Even in the most 
acute states, Serpasil reduces manic excitement and fre- 
quently produces dramatic improvement in behavior. 2/2537™« 


0.25 mg. (scored) and 0.1 mg. Elixirs, 1 mg. and 0.2 mg. Serpasil per 
4-ml. teaspoon. Parenteral Solution: Ampuls, 2 ml., 2.5 mg. Serpasil 
per ml. Multiple-dose Vials, 10 ml. 2.5 mg. Serpasil per ml. SUMMIT, M.J. 


SUPPLIED: Tablets, 4 mg. (scored), 2 mg. (scored), 1 mg. (scored), Cc I B A 


ntinues to succeed in psychiatric therapy 


Now in one instrument... 

a safe, soothing high frequency 
current for painless sedation 
without drugs and a powerful 
convulsive current at the 

very least as efficient 

as the strongest AC machine, 
but with increased safety 

due to automatically 

reduced side effects. 


MODEL SOS 
REITER SEDAC-S TIMULA TOR 


Now with Model SOS, Reiter SedAc- 

Stimulator, sedative and convulsive \ \ 
therapies may be given with one ma- \ \ 
chine. A one knob control withasafety | \ 

spring lock permits simple transition X 
from sedative to convulsive currents. | \ 


In ECT, the significantly increased’. \ 
efficiency of the Reiter unidirectional \ 
current offers greater therapeutic and 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following 
treatment ... apnea, thrust, agitation 
. and confusion are notably minimized. 


The Reiter SedAc current establishes 

better transference ... patients fears 

are relaxed...they become com- | 
municative. | 


Anxious aversion to EST is greatly 
minimized by application of the | 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is | 
remembered. 


Literature available on request. 


Model SOS and other Reiter instruments will 
be shown at Booths 51 & 52 at the APA meeting. 
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MODEL SOS PROVIDES FOR: 


 CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


COMA 
Los and other respiratory problems 


MILD SEDAC 
without sedation 


DEEP SEDAC THERAPY 
with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


NEUROLOGICAL CONDITIONS 


Model SOS contains the Reiter uni- 
directional currents and three new 
SedAc ranges as part of the single 
selector control. Model S is available 
without the SedAc current (may be 
used with separate SedAc attach- 
, ment). The SedAc is also available 
as a self-powered instrument. 


REUBEN REITER, Se.D 


64 WEST 48th STREET. 
NEW YORK 36, N. Y. 
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CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 


without stimulation 
> restores natural sleep 
> reduces depressive rumination and crying 


& often makes electroshock unnecessary 
Alexander reports 57% recovery within 
an average of eight weeks." 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


> does not adversely affect blood pressure 
or sexual function 


& causes no excessive elation 


> produces no liver toxicity Dosage: Usual start- 


> does not interfere with other drug therapies is 


this dose may be grad- 


Deprol is unlike central nervous stimulants __wallly increased up to 


Treave-mank 


CO-7464 


3 tablets q.i.d. 
does not cause insomnia 
Composition: Each 


> produces no amphetamine-like jitteriness tablet contains 400 


mg. meprobamate and 


> does not depress appetite 1 mg. 2-diethylamino- 
ethyl benzilate hydro- 
> has no depression-producing aftereffects chloride (benaetyzine 
HCl). 
> can be used freely in hypertension and a 
in unstable personalities 50 scored tablets. 
1. Alexander, L.: Chemotherapy of depression—Use of meprob bined with benactyzine (2-diethylaminoethy! benzilate) 
hydrochloride. J.A.M.A, 166:1019, March 1, 1958. 2. Current p ' ications; in the files of Wallace Laboratories. 


Literature and samples on request (iy WALLace LABORATORIES, New Brunswick, N. J. 
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for better management of 
mentally defective children 


‘Compazine’ has greatly facilitated the treatment of 
institutionalized, mentally defective patients who are 
emotionally disturbed: 


¢ Good or excellent response in most cases 


¢ Virtual disappearance of constant fighting 


and destructiveness 


¢ Prompt improvement in ward and cottage 


behavior, table training and toilet training 


Side effects with “Compazine’ have been infrequent 
and transient in most cases or readily controlled by 
adjunctive medication. Many patients have shown a 
significantly improved response to “Compazine’ after 
disappointing therapy with sedatives or certain other 
tranquilizing drugs. 


Available: Tablets, Spansule™ sustained release capsules, 
Ampuls, Multiple dose vials, Suppositories and Syrup. 


Smith Kline G French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


ME 
Within a Medical School DICAL Ly BRARY 


ELMER L. CAVENY, M.D., and JAMES N. SUSSEX, 


This paper has to do with the various ex- 
periences encountered within a department 
of psychiatry of a medical school during the 
first two years following its inception as an 
autonomous department. Prior to January 
1, 1955, psychiatry in this medical school 
was a small section of the Department of 
Medicine, and the subject matter was taught 
by a completely voluntary faculty for a span 
of a few hours over the four curriculum 
years. In this brief two years it has rapidly 
grown to be a major department within the 
school. Rather than take arbitrary sam- 
ples for closer examination, an attempt is 
made to present several of the largest linea- 
ments of the subject; a critique, as they are 
more likely to be encountered in establishing 
psychiatry in a medical school curriculum. 

It was discovered early that there was no 
set guide for organizing a department of 
psychiatry within a medical school. Such an 
outline would be just about as valid and com- 
plete as a detailed statement concerning 
what medical school graduates should know 
about psychiatry and how schools can con- 
vey such knowledge and skills. Every med- 
ical school has special interests and faculty 
members with particular skills which un- 
doubtedly have more effect in organizing a 
department of psychiatry than any set guide. 
Probably the most logical and effective pro- 
cedure through the early stages of organi- 
zation is to “play it off the cuff,” advancing 
as the local situations indicate. 

Throughout the years medical schools and 
their educational programs have been sub- 
jected to criticism. Since model medical ed- 
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ucation methods were set up in the 1920’s, 
and especially in more recent years, criticism 
has been increased. During this period bet- 
ter training and advancement of science 
through research became recognized as in- 
separable factors in medical education. The 
increasing criticism is understandable when 
viewed as a reaction to the outstanding and 
widely publicized contributions medicine 
was making. Much of this type of criticism 
is necessary and constructive. Similar sit- 
uations as those developing in the current 
electronic and atomic sciences, are accom- 
panied by the ever-present bandwagon which 
is always crowded at these publicized times. 
It is interesting to note that a large part of 
the criticism has come from individuals out- 
side the field of medical education who have 
special interests in socio-economic, psycho- 
logical and public health areas. Such indi- 
viduals involve themselves in all problems 
that they consider related to complete medi- 
cal care of the American public. They ex- 
pect medical schools to solve the problems 
in the various fields in which they themselves 
are most interested. 


The two outstanding areas of criticism ap- 
pear to be, one, that medical schools are 
training individuals to be pure scientists and 
technical specialists rather than practition- 
ers of medicine and two, that there is an al- 
most complete neglect of patients as per- 
sons and of the many socio-economic factors 
that frequently play a major role in preven- 
tion, diagnosis and treatment of illnesses. 
Paradoxically, it is in this latter area, that 
of social, economic and environmental fac- 
tors, that the major criticism has been le- 
veled at psychiatry in medical] education, es- 
pecially in what is considered its over-em- 
phasis on the “whole patient.” 
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In the formative stage of a department of 
psychiatry the various other departments 
were liberal in their vocal expressions of 
welcome and for the urgent need of incor- 
porating the knowledge and skills that com- 
prise modern psychiatry, into the total medi- 
cal curriculum. This enthusiasm was ex- 
pressed in such terms as “psychiatry today 
is unquestionably one of the three major 
subjects in any medical school.” Seemingly, 
at that early stage the entire faculty body 
was desirous of lending assistance. When the 
newly-formed department began making re- 
quests of the other departments for space, 
hospital beds, off-hour house staff assistance, 
collaboration in comprehensive teaching 
programs which require services of the other 
department personnel, etc., it became appar- 
ent that many of the individuals in other de- 
partments had good intentions without the 
cooperation necessary to apply their inten- 
tion to practice. It was found that the oth- 
ers would give of curriculum time but little 
else. The requests were not infrequently 
met with comments as, “we are in urgent 
need of space ourselves”; “we will be glad 
to go along with you on the project, but we 
have no personnel we can assign to it’’; ‘‘we, 
too, were once a young department and had 
to go through the throes of growing”’; “you 
have to crawl before you can walk.” 

It is well to state at this point that many 
of the difficulties formerly impeding es- 
tablishment of adequate psychiatric teach- 
ing within medical schools are diminishing, 
some even disappearing. This is evidenced 
in the change of caliber of patient personnel 
in the psychiatric clinics following the first 
two years of this department’s operation. At 
the time the department was established a 
psychiatric out-patient clinic was in exist- 
ence which had traditionally been a hodge- 
podge of ne’er-do-wells, varying types of 
chronicities and other individuals with such 
weak ego structures that it would be hope- 
less to contemplate any benefits through 
therapy. That clinic had been a ready “hu- 
man dumping ground” for all hopeless pa- 
tients from everywhere, and it was with dif- 
ficulty that this tendency was discouraged. 
To be referred to the clinic held a devastating 
stigma. It was in this defeated-before-you- 


begin atmosphere that students were sub- 
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jected to psychiatric instruction during their 
senior year, Certainly in such a setting stu- 
dents were not stimulated or encouraged to 
consider psychiatry as a worthwhile thera- 
peutic undertaking. Over the earlier months, 
that hanger-on patient group was culled out 
and a new referral procedure brought forth 
a higher socio-economic group seeking psy- 
chiatric help. In this backbone-of-America 
community-type group there was found ex- 
cellent material for teaching purposes. It 
would be interesting to compare a group of 
patients waiting in the psychiatric clinic 
area at the beginning of this two-year span 
with a group seen there today. 

In a relatively young medical school such 
as ours, curriculum time is provided to im- 
part the basic and fundamental principles 
of psychiatry that every medical school grad- 
vate needs as a part of his professional ar- 
mamentarium. Even so, it is not a particu- 
larly easy task but one that is accomplished 
through perseverance. No department seem- 
ingly ever has sufficient curriculum time to 
fulfill what it considers its teaching needs. 
The time that was grudgingly offered this 
department of psychiatry at the beginning 
was at inconvenient hours such as late Sat- 
urday morning or late Thursday afternoon. 
With the feeling that such periods for psy- 
chiatry would not be conducive to stimula- 
tion of interest, they were rejected and the 
department held out for more acceptable 
hours which eventually came. It has defi- 
nitely been proven in this particular activity 
during the first two years of its existence 
that the mode of operation in this respect 
must suit the facilities available and the 
school’s particular curriculum pattern, as 
well as the interests and individuality of the 
various department heads. Certainly the 
faculty of a young medical school is more 
readily swayed toward psychiatric educa- 
tional needs of the medical student than that 
of the older schools where thinking and cur- 
riculum time is quite inflexible. Changes in 
curriculum obviously can only occur when 
medical schools reorganize sufficiently to per- 
mit an increase in the size of the depart- 
ment of psychiatry which tendency is cur- 
rently taking place in a large number of 
medical schools. The present curriculum 
time assigned the department of psychiatry 
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of this eleven-year-old four-year medical 
school might well be the envy of any of the 
well-established older schools. 

Within medical schools, there will always 
be need for changes in curriculum content 
and methodology regardless of department. 
New materials and new approaches should 
be adopted, however, only after careful study 
and experimentation by the faculty. Present 
day psychiatry with its dynamic approach 
to all phases of medicine has gone through 
the test of intelligent study and experimen- 
tation and is now ready and is making its 
inroad into the total medical educational 
curricula. 

In its earlier stages the department had 
many requests to provide services for which 
no resources had previously been available. 
These requests may or may not have been 
valid expectations. In the department’s in- 
fancy, however, the urge to prove useful, to 
participate on the school and hospital team, 
and perhaps just to be needed was so strong 
that it was difficult to say ‘‘no.” A young de- 
partment with a skeleton staff can very 
quickly become over-extended and over-com- 
mitted even if the commitments are valid. 
It soon became evident that it was easier to 
say “no” in the first place, and breed less 
hard feelings, than to back out of commit- 
ments after they were made. Another dan- 
ger, even in making commitments within the 
department’s range of competence, available 
resources and legitimate interest, is to imply 
that certain results will be forthcoming. An 
example, the Department of Surgery re- 
quested Psychiatry to participate in its cur- 
riculum time to the extent of a series of 
classroom lectures on emotional aspects of 
certain surgical conditions based on patient 
demonstration. Our department enthusiasti- 
cally, but blindly, entered into the sup- 
posedly comprehensive undertaking with lit- 
tle knowledge as to its operational structure. 
While this could have been a real toe-in-the- 
door collaborative effort, it turned out to be 
a miserable failure in spite of considerable 
effort expended by Psychiatry in preparing 
the lecture series. Psychiatry turned out 


to be just a fill-in with no notice being given 
to such things as length of surgical presen- 
tation, change in hours, or type of patient 
material. 
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It has become generally accepted that psy- 
chiatry cannot be taught adequately as a 
sub-section of any department of medicine. 
The same may be said for either of the sub- 
jects in a combined department of psychia- 
try and neurology. During the planning 
stage with one of the authors (ELC), prior 
to the department being officially estab- 
lished, it was the decision of the administra- 
tion that neurology would join psychiatry 
in pulling out of the department of medicine, 
thus forming a combined department. This 
was done with the understanding that neu- 
rology would assume a position of autonomy 
at the earliest possible date. Neurology had 
no full-time faculty members, but its volun- 
tary staff was quite enthusiastic and had a 
goodly amount of grant funds at its disposal. 
This created multiple administrative de- 
tails for the full-time psychiatric staff and 
drained heavily on its time which was al- 
ready overly taxed. It was also evident that 
neurology was overlapping more with inter- 
nal medicine, neurosurgery and orthopedics, 
than it was with psychiary. This depart- 
mental combination very soon proved im- 
practical and in about six months time neu- 
rology returned to medicine as a sub-section 
of that department. The release of this bond 
greatly furthered and strengthened the po- 
sition of psychiatry in the overall teaching 
program. 

Even though there were some impeding 
conflicts arising with the voluntary staff of 
the neurological service, the voluntary mem- 
bers of the psychiatry staff have been inval- 
uable throughout in their support of the de- 
partment, Though few in number, the com- 
munity psychiatrists gave unstintingly of 
their time. The department without its vol- 
untary staff could not have, by any means, 
extended itself as rapidly and to the degree 
it did during the earlier period. It was soon 
seen, however, that the use of the voluntary 
staff was limited within the preclinical years, 
due to the nature of the basic material to be 
presented, but it was equally clear that its 
members were of utmost value throughout 
the clinical years. It was impossible to re- 
cruit the urgently needed well-trained psy- 
chiatrist for full-time faculty positions, and 
especially to obtain those with teaching ex- 
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perience, even though funds were available 
for that purpose. 

It was further revealed that clinical psy- 
chologists were of limited use in the pre- 
clinical years, and that in their teaching en- 
deavors they demonstrated a marked ten- 
dency to “play physician.” It was equally ob- 
vious that the neophyte medical students 
were not willing to accept of instruction 
from non-physicians on clinical aspects of 
medicine. The psychologists, after those 
brief trial periods in the pre-clinical years, 
were removed from that area and assigned 
within the clinical years with their teaching 
limited to testing and diagnostic procedure. 

It is frequently reported by various de- 
partments of psychiatry that they experi- 
ence their greatest difficulty in the need to 
teach in both pre-clinical and clinical years. 
This has not been the experience within this 
department; in fact such teaching has been 
considered of distinct benefit. The depart- 
ment of psychiatry is the only clinical serv- 
ice in this school that actually participates 
in all four years. Throughout the first school 
year, psychiatry is taught by psychiatrists, 
not as psychopathology, but as behavioral 
science covering biology and sociology, and 
largely centered around normal personality 
development. The first year teaching is ac- 
tually set up to ultimately become a labora- 
tory course in human relations. It is at this 
stage the student comes to fully realize the 
s:gnificance of the person as a whole, that 
there is a psyche which acts in a cohesive 
fashion for the various cells, tissue and 
structures within the body. It is here that 
rapport is established between medical stu- 
dents and the psychiatrist as a physician. 

Another difficulty frequently reported by 
various departments of psychiatry is that of 
not having a satisfactory text for the pre- 
clinical years. Again, the experiences of 
this activity have brought forth the opinion 
that the absence of such a text is an advan- 
tage rather than a hindrance to the teaching 
program, Without a set framework in 
which to operate there is ample room for 
free expression of subject matter from what- 
ever source it may arise, and on a level with 
what is considered of uppermost interest to 
the student at the moment. In not having a 
set guide to follow it is easier to include 
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current instances of interest, and still cover 
desired subject material. 

Probably the greatest obstacle in the early 
stages of organizing this department was 
paucity of space. That major problem defi- 
nitely repercussed unfavorably in several 
directions, the most outstanding being re- 
cruitment of staff personnel and creation of 
student interest in psychiatry. It is diffi- 
cult to acquire good full-time staff personnel 
under the best of conditions and is next to 
impossible without adequate facilities being 
available in which to work. The greatest 
impetus in advancing the department within 
the school came with the new psychiatric 
clinic building which was made possible by 
a gracious donation of a private benefactor. 
This building furnished adequate working 
facilities to all students and by assigning 
each a private interview room their interest 
in psychiatry sky-rocketed. For the first 
time they felt recognized and that they were 
definitely part of the clinical team. With 
continual growing pains, the problem of 
space still exists but to a lesser degree. It is 
interesting to note that the never-ending 
battle for space has recently been reversed 
in that the department of psychiatry is now 
being bombarded by other departments for 
space. With the advent of the psychiatric 
clinic building, other departments consid- 
ered psychiatry able to relinquish its limited 
space within the general clinical area. In 
reality that is impossible, particularly when 
realizing the necessity of maintaining direct 
association of clinical psychiatry with other 
clinical services. 

Another danger for a young department 
of psychiatry is that which might arise from 
the current citizenry interest in and empha- 
sis on mental health and illness. It is read- 
ily possible for a psychiatric department to 
become overly dependent on community re- 
sources and financial support; even at times 
encouraged in such a course by the admin- 
istration. This department has had to be 
constantly on guard against this. Even 
though the community has good intentions, 
such sources of support may collapse at a 
moment’s notice, and without state, federal 
or foundation backing, the bottom is sure to 
drop out. 

The medical student must have a fair de- 
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gree of maturity in order to deal with pa- 
tients and other persons. This he acquires 
through constructive experiences with life 
situations. One of the criticisms of teach- 
ing methods is that they hamper rather than 
foster maturation. This is true in many in- 
stances, as for example the instructor’s pam- 
pering of the student in an attempt to gain 
departmental favor and recognition. From 
the beginning the department of psychiatry 
considered that treating the student as a ma- 
ture individual would elicit mature behavior 
from him. With the knowledge that matur- 
ity as well as motivation is increased through 
the fostering of personality growth, the stu- 
dent was put on his own as far as possible, 
but under direct supervision, during the psy- 
chiatric curriculum time. This could not be 
accomplished as completely as desired, how- 
ever, because of the marked limitation of 
available faculty personnel. The teaching 
personnel for psychiatry within this par- 
ticular community area is limited to six, in 
marked contrast to schools located in larger 
metropolitan centers. The student was given 
opportunities for active participation and 
the teaching methods had the objective of 
encouraging independence of thought and 
action. It is by means of such an approach 
that the important medical training objec- 
tive of dealing with people as a whole is de- 
veloped. It would appear that this policy 
has brought forth a greater degree of ma- 
turity from the student. 

It has frequently been stated that doctors 
do not understand human nature or do not 
use this understanding in their professional 
work. If such is the situation, admissions 
committees have not assisted in overcom- 
ing the defect. These committees have 
shown considerable concern about pre-med- 
ical phases of education, but it would appear 
that there has been a lack of concern as to 
the pre-medical student’s interest in human 
beings and human problems. Selection meth- 
ods would tend to disorient students as to 
human and social values. In most medical 


schools, and certainly in the one on which 
this paper is based, there has been little or 
no use made of the psychiatrists’ knowledge 
and skills in the selection of individuals for 
admission, even though the department has 
expressed its willingness to participate. 


Within the medical school it falls to some- 
one’s responsibility to teach students under- 
standing of human nature and social values 
and how to put it to work in their profession. 
It has been the general tendency to direct 
such undertakings toward the department of 
psychiatry, the department which seemingly 
has had a natural inclination to take this 
type of teaching onto itself. This is readily 
understandable as psychiatrists have devel- 
oped a considerable body of knowledge and 
skill regarding personality and the ways of 
dealing with emotional process. In a broad 
sense the department undertook this task 
and that of assisting the student to scrutin- 
ize the common insights that he has already 
developed and to help him in organizing 
these insights in the field of health and dis- 
ease. This major task has been undertaken 
on the basis of attempting to make the stu- 
dent a better physician, not necessarily a 
psychiatrist. 

We could not close without calling atten- 
tion to an address by Dr. Alan Gregg at the 
Centenary Meeting of the American Psychi- 
atric Association at Philadelphia in May, 
1944, entitled “A Critique of Psychiatry.” 
On the basis of American psychiatry and 
psychiatric training the article may well be 
a classic. The remarks presented thirteen 
years ago may be again repeated today. The 
remarks are applicable now as they were 
then and certainly the needs as then set 
down are essentially the same today. Ac- 
cepting the fact that there has been much 
progress in American psychiatry and ad- 
vancement in psychiatric medical education, 
there is still much to be done, which can be 
accomplished, not by considering the job 
completed but having just begun. M 
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The Psychiatrist’s Responsibilities 


SAMUEL LIEBMAN, M.D., MILTON A. DUSHKIN, M.D., 
MARC NISSENSON, PH.D., and MARVIN SCHWARZ, M.D. 


Introduction 


In the practice of their specialty, psychia- 
trists are frequently confronted with the 
ethics of divided responsibility. To whom 
are they responsible—to the patient, to the 
patient’s family, to the community, or to a 
combination of all three? A review of the 
pertinent literature revealed relatively little 
in the way of clearly established and appli- 
cable principles of ethics in this area. There 
is an awareness of some form of responsi- 
bility, but opinions vary as to direction and 
extent. Thus, Masserman' advises, “If sui- 
cide is a possibility, the family may be duly 
warned; if homicide is a danger and the fam- 
ily refuses action, the physician has a duty 
to apprise the police. . . .” On the other 
hand, Arieti® suggests that a “dangerous” 
patient should be hospitalized if he permits 
it, or that the family be notified of the situ- 
ation. Thus, the question of reporting likely 
homicidal or suicidal actions to authorities 
is variously handled. The problem of re- 
porting other legally defined crimes or ‘“‘crim- 
inal intentions” is dealt with in a few in- 
stances but essentially with reference to the 
specific laws and statutes of individual 
states. There appears to have been no or- 
ganized study of psychiatric opinion on 
these matters or of community thinking on 
this aspect of the psychiatrist-patient rela- 
tionship. 

Accordingly, it was decided to poll a rep- 
resentative group of psychiatrists as to what 
they thought their responsibility should be 
under a series of various clinical conditions. 
As a check against this, the opinions of other 
medical men, psychiatric social workers and 
attorneys were also solicited regarding the 
question of what the psychiatrist’s respon- 
sibilities are or should be. 

There were 177 psychiatrists, 140 other 
physicians, 101 psychiatric social workers 
and 132 attorneys selected as subjects. In 


Read at the 113th annual meeting of the Ameri- 
can Psychiatric Association, Chicago, Illinois, May 
13-17, 1957. 

From North Shore Hospital, Winnetka, Illinois. 


an effort to contact the outstanding psychia- 
trists and leaders in the field, the choice of 
subjects began with the officers and mem- 
bers of the Council of the American Psychia- 
tric Association as listed in the List of Fel- 
lows and Members of the American Psychia- 
tric Association 1955-56, including the va- 
rious committees. To insure complete geo- 
graphical representation, other individuals 
were added so that at least two persons from 
each state were included. The other medical 
men were chosen from the list of officers, 
members and heads of sections of the Amer- 
ican Medical Association (J.A.M.A.; 12-31- 
55). The list of psychiatric social work- 
ers was obtained from the 1954 Directory 
of the American Association of Psychiatric 
Social Workers, beginning with the officers 
and was completed by adding every tenth 
name on the membership list until a total 
of 101 was reached. The attorneys chosen 
as subjects comprise the entire membership 
of the Association of Defense Lawyers. 


The choice of a technique for sampling 
opinion in such an area as this is not simple. 
Response to a questionnaire type of query is 
notoriously poor. However, it was beyond 
our capacities to engage in a program of 
personal interviews on a national scale. The 
problem for this study then was to select the 
type of questionnaire to be utilized. A set 
of multiple-choice questions would simplify 
the task of the subjects and of those who 
were to analyze the data. This, though, 
might force expression of opinion into “neat 
slots,” thus possibly masking some of the 
significant aspects of actual “state of mind” 
on the basic issues. We were not primarily 
concerned with fine statistical analyses of 
data. Broad trends of thinking and their 
nature as regards clarity and decisiveness 
seemed to be the most important elements 
to examine, For this reason the essay type 
of questionnaire was selected. It was thereby 
hoped to sample more personally determined 
and freely expressed opinions through the 
use of non-directive questions. 

Each of the subjects received a letter re- 
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questing his cooperation and a five-page 
questionnaire with a stamped addressed re- 
turn envelope. The questionnaire was so 
set up as to require an individual answer 
for each of the 36 possible combinations of 
clinical situations, which are as follows: 


What is the psychiatrist’s responsibility 
(A) to the patient, 
(B) to the patient’s family, and 
(C) to the community 
when the patient is 
(a) suicidal, or 
(b) homicidal, or 
(c) gives a history of dangerous criminal ac- 
tivities with indications that they will re- 
cur, or 
(d) reports that he committed a murder, re- 
cently or 20 years ago, and has not been 
apprehended, and 
when this patient 
(1) refuses therapy, or 
(2) discontinues therapy, or 
(3) continues in therapy. 


The following questions were also specifi- 
cally polled: 

I. If you feel that the psychiatrist should report 
to some person or agency, do you think his 
responsibility ends at this point, or should he 
follow up and see that proper action is taken 
—signing papers to institute proceedings, if 
necessary ? 

II. What is the attitude—legal or implied—and 
regarding 
(1) the confidential relationship between pa- 

tient and psychiatrist ? 

(2) the mandatory reporting of crime? What 
crimes must be reported? Do you believe 
that psychiatrists should report lesser 
crimes (misdemeanors) as well as more 
serious ones (felonies)? What are the 
statutes of limitations for the reporting 
of these crimes? 

(3) suicidal attempts? 

In addition to answers to these questions, 
the subjects were asked for information re- 
garding their qualifications, experiences and 
the nature of their practice. Because of the 
wish to obtain as representative a sample as 
possible, a follow-up letter was sent to those 
subjects who did not respond. This resulted 
in a fair amount of correspondence but little 
additional data. 

Results 

A total of 550 questionnaires were sent 
out, 177 going to psychiatrists, 140 to other 
ohysicians, 101 to psychiatric social workers 
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and 132 to attorneys. We received 158 
(28%) responses; 71 (40%) psychiatrists 
replied; 34 (14%) other physicians, 35 
(34%) psychiatric social workers and 18 
(14%) attorneys. (See Chart I.) Of the 
psychiatrists who responded, 55 completed 
the questionnaire and 16 merely wrote ex- 
planations as to why they did not wish to 
answer the questions. The states of origin 
of the psychiatrists who completed question- 
naires are given in Chart II. 


CHART I 
Responses to Questionnaire 


#4838 

om am zm 
177 71 355 16 40% 
140 34 9 25 14% 
Psychiatric Social Work- 
101 35 26 9 34% 
132 18 12 6 14% 
550 158 102 56 28% 


*Positive responses—answered questionnaire. _ 
**Negative responses—did not answer questionnaire. 


CHART II 
State of Origin of Responses From 
Psychiatrists 

State No. State No. 
2 North Carolina* ........... i 
1 North Dakota* ............ 
2 Pennsylivania® ...........::. 3 
| 2 South Carolina. ............ 
2 South Dakota* ......:...... 
New Hampshire .......... 1 Washington*®® 3 
INGW 3 District of Columbia* 6 


*Privileged communication. 


Answers to the 36 basic questions were 
graded on an 11 point scale which indicated 
the degree to which the response was ori- 
ented toward patient or the community. The 
greater degree of patient-orientation the 
lower the point score; the greater degree of 
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community-orientation the higher the point 
score given to an answer. The divisions of 
the scale are as follows: 
1. Discuss with the patient or do nothing. 
2. Advise patient to undergo treatment. 
3. Advise patient to enter hospital. 
4. Advise patient to contact community author- 
ities. 
5. Discuss with family. 
6. Advise family of need for treatment. 
7. Advise family of need for hospitalization. 
8. Advise family of need to contact community 
authorities. 
9. Initiate involuntary hospitalization. 
10. Contact authorities only as last resort. 
11. Contact authorities routinely. 


A tabulation of all responses from the 55 
psychiatrists who completed the form re- 
veals a scatter of answers on every question. 
On none of the 36 basic questions was there 
any uniformity of opinion. 

The question on the need for reporting to 
a person or agency was graded as follows: 

1. No answer. 

2. No report to anyone. 

3. Report to an agency—responsibility ends here. 

4. Report to agency and follow up to make sure 

action is taken. 


All but two of the psychiatrists respond- 
ing felt that they should report to some per- 
son or agency. 39% of those answering felt 
that additional follow up was in order. These 
attitudes were frequently (see below) in 
conflict with the laws in their states. 

The question on practice and attitude to- 
ward the confidential relationship between 
patient and psychiatrist and the mandatory 
reporting of crimes, etc., was graded as fol- 
lows: 

1. No answer. 

. Unaware of statutes plus no opinion. 
. Unaware of statutes plus opinion. 

. Statement of statute plus no opinion. 
. Statement of statute plus opinion. 
Opinion—patient oriented. 

. Opinion—community oriented. 

. Opinion—legally oriented. 


Chart III summarizes the graded re- 
sponses to the above two questions. 


CHART III 
Should the Psychiatrists Report ?* 
Question | Total 
1 i St. 21 54 
Question Il 1 2 3 4 5 67 8 Total 
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Only 72% of those answering were cor- 
rect in stating whether or not their states 
had privileged communication; 14% incor- 
rectly stated that they had such privilege 
while 14% incorrectly stated that they did 
not; 53% answered incorrectly relative to 
their responsibility for the reporting of 
crimes revealed to them; 37% incorrectly in- 
dicated that they would report crimes re- 
vealed to them, although in each of these 
cases the patients would be protected by 
laws of privileged communication; (This 
would represent a legal violation of the con- 
fidence of their patients); 16% incorrectly 
indicated that they would not report major 
crimes revealed, although in each instance 
the man answering was from a state with- 
out privileged communication in which he is 
presumably legally obligated to report major 


crimes. (See Chart IV.) 
CHART IV 
Privileged Communication (P.C.)* 


23 46% Correct 
13 26% Correct 
7 14% Error 
7 14% Error 


50 
TOTAL ERROR—28% 


Report P.C. and have P.C. 
Report no P.C. and have no P.C. 
Report P.C. and have no P.C. 
Report no P.C. and have P.C. 


Would report crimes to authori- 


ties, have no P.C. 10 20% Correct 
Would report crimes to authori- 
ties, have P.C. 19 37% Error 


Would not report crimes to au- 
thorities, have P.C. 

Would not report crimes to au- 
thorities, have no P.C. 


14 27% Correct 


8 16% 


51 
TOTAL ERROR—53% 


Error 


*Based on 55 completed questionnaires from psychia- 


trists. 


In order to check on the validity of the 
responses, it was necessary to obtain a list 
of those states which have privileged com- 
munications and those which do not. It is 


interesting to note that in at least five in- 
stances there were disagreements as to 
which states had privileged communications. 
The sources of data were the Michigan State 
Bar Journal,? Medical Economics,‘ Encyclo- 
paedia Britannica,° the Council of State Gov- 
ernments,® “A Treatise on the Anglo-Ameri- 
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can System of Evidence in Trials at Com- 
mon Law,” by John Henry Wigmore’ and 
“Law of Hospital, Physician and Patient,” 
by Hayt and Hayt.* The final list was de- 
rived from a compilation and crosscheck of 
these sources. (See Chart V.) 


CHART V 
According to the best knowledge we have available, 
the following states do not recognize patient-doc- 
tor relationships as privileged: 


Alabama Maine South Carolina 
Connecticut Maryland Tennessee 
Delaware Massachusetts Texas 

Florida New Hampshire Vermont 
Georgia New Jersey Virginia 
Illinois Rhode Island 


The following states and territories legally recog- 
nize patient-physician relationship as privileged: 


Arizona Missouri Utah 
Arkansas Montana Washington 
California Nebraska West Virginia 
Colorado Nevada Wisconsin 
Idaho New Mexico Wyoming 
Indiana New York 
Iowa North Carolina Dist. of Columbia 
Kansas North Dakota Alaska 
Kentucky Ohio Hawaii 
Louisiana Oklahoma Philippine Isl. 
Michigan Oregon Puerto Rico 
Minnesota Pennsylvania Virgin Islands 
Mississippi South Dakota 


CHART VI 


Professional Functioning of the 55 
Responding Psychiatrists 


Administrative ........ 36 Academic 18 
institutional ............:: 34 Private Practice ...... lig 


Chart VI lists the special nature of the 
work of the 55 psychiatrists who responded. 

The replies from non-psychiatric physi- 
cians and from attorneys are not presented 
here in summarized form. The data derived 
from these groups was too meager to permit 
meaningful analysis. 

The responses from psychiatric social 
workers also show scattered results relative 
to the question of the patient vs. commu- 
nity orientation. Approximately 2/3 of the 
psychiatric social workers give community 
oriented answers; 36% answered incorrectly 
relative to the statutes of privileged com- 
munication in their respective states. This 
36% was comprised of 32% who incorrectly 
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claimed there was not privileged communi- 
cation and 4% who incorrectly claimed such 
exists. 


The responses from lawyers seem to show 
a distinct lack of awareness of the law in 
the states in which they practice. They also 
reflect an assumption among attorneys that 
the patient-doctor relationship enjoys the 
same privileged status as the lawyer-client 
relationship, even in states where the doctor- 
patient relationship is not confidential. 


Discussion 


The results of the present study suggest 
that the members of the several professional 
groups polled hold rather varied opinions as 
to the responsibility of the psychiatrist in 
clinica] situations that involve the patient, 
his family and the community. Such a di- 
vergence of opinion is also reported in a re- 
cent survey of a group of Philadelphia psy- 
chiatrists by Little and Strecker.° 

Perhaps even more surprising was the in- 
ability of a number of experienced and well 
qualified individuals to formulate responses 
to the questions. Many expressed the feel- 
ing that they could respond only in terms of 
very specific situations. Some pleaded igno- 
rance of the law, and others took refuge in 
the fact that they were not psychiatrists. 


A Past President of the American Psychi- 
atric Association wrote: 


“T have pondered over the questions you ask in 
regard to the psychiatrist’s responsibilities in va- 
rious areas. I would hesitate to give you any sort 
of authoritative answer since so much depends on 
the particular situation.” 


A head of a medical school department re- 
sponded: 


“I... suggest a round table discussion .. . at 
which this subject might be approached, not only 
from the psychiatric point of view but also from 
the legal point of view.” 


A director of psychiatric social work un- 
derlined the absence of a uniform set of prin- 
ciples when she responded that: 


“The setting, relationships, local custom and phi- 
losophy and other factors will determine what a 
psychiatrist should and would do under given cir- 
cumstances. The primary determining factor of 
what action is taken will be the personality and 
experience of each individual psychiatrist.” 
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The above quoted comments are fairly de- 
scriptive of the type of responses received 
on the questionnaire. Under these circum- 
stances it would seem logical that individ- 
uals concerned with these matters would at 
least be guided by the pertinent laws and 
statutes in their community. However, it 
appears that physicians, psychiatrists and 
attorneys, as represented here, are to a large 
degree unaware of the laws in their own 
states of practice. In many instances they 
may be conceptually aware of the law but 
indicated that they practice in conflict with 
it when such a law is not in agreement with 
their codes of professional or personal ethics. 


In professional] literature the issue of “‘re- 
sponsibility” seems to be dealt with essen- 
tially in terms of the physician’s liability for 
violation of laws or statutes pertaining to 
the confidential and privileged nature of pa- 
tient-physician relationship. Thus, in “When 
You May Talk About a Patient’”—an article 
in Medical Economics,‘ February 1957, we 
find such statements as: 


“Naturally, you are under a positive obligation 
to speak if any person has a contagious or mental 
disease that may endanger his family. . . . Be pre- 
pared to prove you have acted in the public inter- 
est only after all other means have failed.” 


The article then refers the reader to the 
laws of his state. The conflict between 
the professional code of the medical practi- 
tioner and the laws of a community is 
touched on by the author of an item in the 
Wisconsin Medical Journal’® who states: 


“Practical necessity in ethics may combine to 
compel a disclosure of information to persons not 
specifically authorized by statute to receive it. For 
example, there may be a situation in which a psy- 
chiatrist senses possible physical danger to the as- 
sociates of a patient who is in the process of an in- 
sanity determination. The dictates of common sense 
will tell the psychiatrist to warn the patient’s fam- 
ily or even his neighbors. Obviously, such disclo- 
sures must be used sparingly and carefully.” 


Legal recognition of the problem is found 
in a decision of a leading Nebraska case 
where the court stated: 


“As a general rule the physician is liable to his 
patients for the disclosure of professional secrets 
to a third person, elsewhere than on the witness 
stand. But this rule is qualified by a physician’s 
duty to the public in certain circumstances.” 
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In this decision the court made particular 
reference to good faith and the absence of 
malice on the part of the physician. As was 
pointed out by Perkins et al.,"' in discussing 
the above case: 

“It seems quite clear that the oath of Hippocrates, 


even if literally read, does not make necessary the 
shielding of persons in criminal cases.” 


Unfortunately, the laws pertaining to these 
matters vary and in some instances are so 
phrased as to require definition by means of 
“test cases.” In a large number of states 
the principle of confidential and privileged 
communication between physician and pa- 
tient is not even recognized in law. However, 
the absence of such a law is in itself no clear 
cut guide for the physician. For example, 
as Regan” states: 


“The suggestion that there is greater reason for 
the physician-patient privilege in psychiatric than 
in other medical cases received legal support in the 
Illinois trial court decision in the Dr. Grinker case. 
(125a.) In that case the trial judge ruled that a 
psychiatrist was not required to testify to matters 
told to him in professional confidence by his patient, 
even though there was no Illinois statute providing 
such a privilege.” 


The issue is further confounded by the 
fact that such a court decision does not in 
itself establish legal precedent since it would 
have to be affirmed in a higher court to re- 
ceive final status. 

Turning to the responses derived from the 
attorney-subjects of this study we find nei- 
ther particular clarity of perception of the 
problem nor uniformity of opinion. The prob- 
lem here seems to stem both from miscon- 
ceptions of the physician’s role and from 
particular attitudes held toward the profes- 
sion of psychiatry. Firstly, there would 
seem to be a tendency to assume that the 
psychiatrist-patient relationship the 
same degree of privilege as the lawyer-client 
relationship. Secondly, some of the responses 
seem to be affected by a basic distrust of 
psychiatry by the legal profession. This im- 
pression is supported by Overholser’s dis- 
cussion” of a poll of attorneys and others 
relative to attitudes concerning psychiatry. 
As he states: 

“Only in the legal profession was there found to 


be a relatively large measure of distrust of psychia- 
try.—More than 40% voted against the proposition 
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that it is worth while to obtain a psychiatrist’s help 
when someone begins to act strangely; and more 
than 2/3 of them endorsed secrecy about family 
mental illness.” 


Conclusions and Recommendations 


There seems to be insufficient clarity of 
perception and thinking on the question of 
the responsibility of the psychiatrist. This 
problem and the corollary issue of “privi- 
leged communication between psychiatrist 
and patient” is either inadequately dealt 
with by our laws or else poorly defined le- 
gally in many instances. 

A number of general and specific recom- 
mendations can be made toward the han- 
dling of the problem under discussion. It 
would seem indicated that professional com- 
mittees be appointed at both the local and 
national levels to study the questions of 
ethics and responsibility. Liaison with le- 
gal authorities is necessary for the clarifica- 
tion of the pertinent laws in many states. 
The establishment of workable principles 
and policies on a national level would then 
make it possible to press for consistency of 
legal treatment of the questions in all the 
states. 

Specifically, it is recommended in the best 
interests of patient care that all states rec- 
ognize the privileged nature of communica- 
tion between patient and physician. Excep- 
tions to the rule of privileged communica- 
tions might be allowed for in the following 
two types of instances: 

1. Reporting of a claimed homicidal act 
to the proper authorities when the patient 
refuses to do so and when it appears both 
recent and likely. 

2. Advising a patient’s family of his need 
for hospitalization should he refuse to accept 
this. In the instance that he be dangerous 
to himself or others, it would seem indicated 
that the local police authorities also be no- 
tified. 

Special situations such as these and oth- 
ers could be dealt with by more explicit 
phrasing of the law. 
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Perhaps the psychiatrist is, as Zilboorg™ 
states, “. . . either a servant of the law, its 
loyal helper, or a rebe] who wishes certain 
laws and legal practices abolished as useless 
and even injurious and offensive to psyehia- 
tric common sense and to the ultimate good 
of man and his community . . .” However, 
before he can play all of these roles it would 
seem that he would first have to crystallize 
an acceptable and practical code of ethics. 
Only then can he assume the part of a re- 
former and press for realistic and just laws 
to govern the conduct of members of his pro- 
fession in the fulfillment of their responsi- 
bilities to patient, family and community. 
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Thyroid Function in Mental Diseases 


JOHN D. STEVENS, M.D., and ARTHUR L. DUNN, PH.D. 


Introduction 


The incidence of mental disturbances in 
thyroid diseases has for a long time stimu- 
lated examinat:ons of thyroid function in the 
so-called ‘‘functional” mental diseases. The 
development of radioisotope methods has 
materially increased the interest in this field. 
The following is a summary of our observa- 
tions at the Veterans Administration Hos- 
pital in Omaha, Nebraska. 


Materials aiid Methods 


The material consisted of 70 patients, on 
whom 45 BMR’s and 70 radioactive iodine 
uptake studies became available. The up- 
takes were repeated with cortisone medica- 
tion in 21 cases. For this procedure the pa- 
tient was placed on 50 mg. cortisone t.i.d. 
for 3 days and the iodine uptake initiated on 
the morning of the third day, the test con- 
tinuing under cortisone. 


RESULTS 

i nia: S = S 
CA CCU? 1 —6 4 21.0 
15 —67 17 20.14 
9 —10.7 10 17.59 
28 —73 37 17.5 

Manic Depressive: 

2 — 35 3 22.2 
1 —8 1 11.5 
Involutional Psychoses ... 9 —1 11 18.8 
Miscellaneous _.................... 5 + 3.4 7 14.9 


Average normal] 24-hour I-131 uptake in this hos- 
pital is 20.4%. 

In 21 cases the 24-hour I-131 uptake was repeated 
during cortisone medication. 


With Cortisone 
19.1% 


Without Cortisone 
18.32% 


~24-hour I-131 
average 


In 11 cases the uptake with cortisone was lower, 
in 10 cases the uptake was higher. 


From Veterans Administration Hospital, Omaha, 
Neb., and Sepulveda, Cal. 


Discussion 

It is generally agreed that an abnormality 
of the thyroid is not the essential cause of 
the ‘‘functional” psychoses, like schizophre- 
nia, manic-depressive and involutional psy- 
choses. This, of course, does not exclude 
the occurrence of psychoses in thyroid dis- 
eases. If it is accepted that the normal 
BMR varies between +10 and —10, BMR’s 
of our functional psychotics fall within nor- 
mal limits. It is characteristic, however, 
that all the averages are found to be minus 
except for the miscellaneous group which 
includes several organic patients. The im- 
pression is created that the schizophreno- 
genic agent depresses metabolism at least 
slightly. This lowering has been specula- 
tively connected with adrenal cortical hy- 
peractivity. Our own observations permit 
only to report again the often found ten- 
dency of functional psychoses to lean to the 
minus side of the BMR. The 24-hour iodine 
uptake in our patients is also considered ei- 
ther as normal or on the lower limit of the 
normal. No gross discrepancy has been 
found between the recorded BMR’s and the 
iodine uptake. It is interesting to note how 
many agitated patients tend to show a low 
BMR and a low iodine uptake. This fact, 
previously mentioned in the literature, 
should again be given the attention it de- 
serves. 

A possible antagonism between thyroid 
and adrenal cortex has been the object of 
several studies. Cortisone is suspected to 
decrease the 24-hour iodine uptake, to de- 
press the BMR and to increase the renal 
clearance of iodines. However, under the 
circumstances of our observations no signifi- 
cant difference between the 24-hour iodine 
uptake with or without cortisone has been 
found, the uptake being increased in 10 
cases and decreased in 11. 


Summary 


1. On 70 patients, mostly functional psy- 
choses, BMR’s and iodine uptake studies 
with and without cortisone were recorded. 

2. The BMR’s, in functional psychoses, 
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tend to the minus side, although still remain- 
ing within normal limits. 

3. Agitation is frequently found in pa- 
tients with a low BMR. 

4. Three days of medication with 150 mg 
cortisone daily has not affected the 24-hour 
iodine uptake significantly. 
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Results with Chlorpromazine on Chronically Nude, 


Incontinent, Combative and Noisy Patients 


(Their Sustained Improvement After Discharge With Continued and/or 
Discontinued Medication — Second of a Series) 


WERNER TUTEUR, M.D., ROCHUS STILLER, M.D., 
and JACOB GLOTZER, M.A. 


This is a continuation of an earlier paper 
of similar title.' The first report covered one 
year’s study (February 24th, 1955 to Feb- 
ruary 23rd, 1956), the present demonstrates 
a two years’ result (February 24th, 1955 to 
February 23rd, 1957). Special emphasis is 
placed on treatment of the discharged pa- 
tient and its outcome. 

The number of patients treated increased 


TABLE 1 
(As of February 23rd, 1957) 
1955-1956 1955-1957 

Number treated .............. 348 517 
Number discharged ...... 79 161 
PRO 10 (12.6%) 23 (14.27) 
Patients remaining out 

of institution: ............;. 69 138 


Elgin State Hospital over-all return rate in 1956— 
36.2%. 


From Illinois Department of Public Welfare, Otto 
L. Bettag, M.D., Dir.; Elgin State Hospital, Elgin, 
Illinois, Daniel Haffron, M.D., Supt., and Depart- 
ment of Neuropsychiatry, Stritch School of Medi- 
cine, Loyoia University, Chicago, Illinois. 

Read at the 12th Annual Convention of the Society 
of Biological Psychiatry, June 15, 1957, Atlantic 
City, New Jersey. 


from 348 to 517. Care was taken to include 
only patients who showed the symptomatol- 
ogy described in the title. The number dis- 
charged increased from 79 to 161. This and 
the returns are shown in Table 1. The to- 
tal returns of 23, naturally also include pa- 
tients who had left during 1955-1956, just 
as the total discharges of 161 cover patients 
whose treatment had started during that pe- 
riod. 


TABLE 2 
Age of youngest patient .......:....:s21.00..s.. 15 years 
Age of Cldest Patienl 79 years 
Average hospitalization time .................... 8.3 years 
Shortest hospitalizatio: 1 mo. 
Longest hospitalization 35.2 years 


As in the previous paper, Table 2 indi- 
cates that the average age of the patients 
remained within the middle age bracket and 
that their length of hospitalization indicates 
again definite chronicity. The use of reser- 
pine and that of a combination of chlorprom- 
azine and reserpine had been abandoned dur- 
ing the second year of the study. Chlorprom- 
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azine had proven itself the most efficacious 
drug. Many patients had a pretreatment 
blood pressure of 100/80, lending themselves 
poorly for high dosages of reserpine, while 
the combination of the two drugs had re- 
sulted in too many side effects. 


TABLE 3 


Patients remaining out of the institution (138 out 
of 517 treated, February 1955 to February 1957). 


Age of youngest patient .............00000000.. 17 years 
Age Of Patient 78 years 

Average length of hospitalization ............ 6.8 years 
Shortest hospitalization 1 mo. 


Longest hospitalization 27 years 


(Infirmation given in Table 3 coincides with that 
for patients discharged previously.) 


TABLE 4 


Activities of patients remaining out of institution 
138). 


Keeping house independently ....................::ccceeee 45 
Keeping house under supervision ......................... 44 
Returned to other mental hospitals ..............00..... 2 

138 


Of the 41 patients gainfully employed 37 
secured employment on their own initiative. 
They work as salesladies, maids, laundry 
workers, nurse’s aides, stenographers and 
waitresses. They carry their medication to 
work and take it when required. Four pa- 
tients were placed by the hospital in local 
rest homes, where they help with housekeep- 
ing and attend to other patients. These place- 
ments were necessary because the patients 
had no family to whom to return. Their 
medication is dispensed to them by the care- 
taker. 

The special clinic, as it was established at 
Elgin State Hospital during the summer of 
1955 continues to operate and to supply pa- 
tients with their medication. Indication for 
the clinic and its mode of operation have 
been described in our previous paper and 
elsewhere.':’* To date six patients have dis- 
continued appearance at the clinic (failed to 
appear for more than two months). The 
families of four of these patients have been 
contacted by telephone and they report pa- 
tients keeping house under supervision, and 
that they are not in need of medication. Two 
of these six are in other mental institutions 
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TABLE 5 

Length of time away from institution (138 patients) 

138 


(Table 4). Seven discharged patients have 
never returned to the clinic. Four of these 
are reported as doing well and keeping house 
under supervision. Three of these cannot 
be located. These 13 patients comprise 8.7% 
of the 161 patients discharged, indicating 
that clinic attendance has been 91.3%. 


TABLE 6 


Reasons for return to Elgin State Hospital (23 pa- 
tients). 


Side reactions occurred, resulting in discontin- 
Uncooperative in taking medication 
Relapsed while on drug therapy ..................::::: 8 


The number of patients uncooperative in 
taking medication increased from one to 
seven, and those relapsing while on full drug 
therapy from four to eight, representing a 
mere 4.9% of the 161 patients discharged. 
In three other instances the families were 
not emotionally equipped to have a socially 
recovered mental patient live with them. 

As a whole the average length of treat- 
ment with chlorpromazine to effect social 
recovery in the type of patient described in 
this paper remains approximately 40 days, 
with dosages ranging from 600 to 800 mg. 
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TABLE 7 


Length of absence from institution of returned pa- 
tients (23 patients—1955-1957). 


23 
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TABLE 8 
Placebo group (33 patients) 
$3 
Days Days 
Longest period social recovery main- 
CAINE ON) PINCEDOS 151 301 
Shortest period social recovery main- 
tained ON PIRCODOS 32 33 


a day, as previously reported.’ However, we 
revised our conclusion that improvement 
could not be expected after 90 days of treat- 
ment. We have by now seen improvement 
after one year or more of continued treat- 
ment. 

With the advance of the study, side effects 
decreased to a minimum, so that tabulations 
are no longer given. The few encountered 
remain in the realm of Parkinson-like syn- 
dromes, disappearing within a few days after 
stopping the drug. It has been our experi- 
ence that in not allowing the blood pressure 
to drop below 90/60, this side effect may be 
avoided. One case of agranulocytosis oc- 
curring within the hospital population, out- 
side this study, has been reported.* Weight 
gains are still being observed. There have 
been no jaundice, skin reactions or blood 
dyscrasias observed in this formal study 
during the second year. 

Our number of patients beginning their 
treatment by intramuscular route has 
greatly decreased with the appearance of a 
chlorpromazine concentrate, a liquid taken 
by mouth. For reasons so far only specula- 
tive in nature, regressed patients prefer a 
liquid to tablets. 

During the second year of the study the 
question how long patients must remain on 
the drug after discharge became more press- 
ing. For this purpose 33 out-patients were 
placed on placebos. The placebo pill had 
the same appearance as the 100 mg. chlor- 
promazine tablet. While many a patient left 
the institution still taking 600 mg. of chlor- 


promazine a day, as time went on a consid- 
erable number of the patients were gradu- 
ally reduced to 100 to 200 mg. of chlorprom- 
azine a day. Patients for this placebo study 
were selected from the latter group. Those 
on placebos appeared to have consolidated 
their social recovery on this dosage. An av- 
erage of 10 months had passed since their 
discharge. Yet, 11 out of 33 placebo pa- 
tients relapsed. The relapse symptoms were 
identical with pretreatment behavior. None 
of these patients had to be returned to the 
institution; their relapse was handled in the 
clinic, i.e, when placed on chlorpromazine 
for only a few days social recovery was re- 
sumed. Yet, the relatively high percentage 
of 14 relapses in placebo patients whose so- 
cial recovery had been considered ‘“‘safe,”’ in- 
dicates that a decision to discontinue chlor- 
promazine should be weighed thoroughly. 


It is understood that many factors play a 
part in such studies and that the investiga- 
tor relies completely on the patient’s and 
family’s statements, that the active medica- 
tion had been taken regularly up to the in- 
troduction of placebo. 


Another group of patients of interest re- 
veals the following: 


TABLE 9 


Out patients taking 100-400 mg. chlorpromazine a 
day needed increase in drug due to threatening 
relapse. 


Longest time elapsed between discharge 


and threatening relapse ...................s000 420 days 
Shortest time elapsed between discharge 
and threatening relapse ....................:s000 27 days 


Eleven patients needed increase in so- 
called maintenance dosage, showing definite 
signs of threatening relapse to pretreatment 
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symptomatology. While in all cases relapse 
could be avoided, it renders the concept of 
“maintenance dosage” rather vague, only 
confirming what has been said previously,’ 
that constant vigilance regarding the pa- 
tient’s social recovery is mandatory. 

These patients had been on so-called main- 
tenance dosage of from 100 to 400 mg. chlor- 
promazine a day. Environmental factors, of 
course, are a constant threat to the social 
recovery. Discharged patients on tranquil- 
izing drugs need close supervision and con- 
stant adjustment of their dosages. Relapse 
criteria were the same as those of Table 8. 
the relapsed placebo patients. None of these 
11 patients needed re-hospitalization. All re- 
sponded to increased dosages in the clinic. 


Discussion 


This paper while a continuation of a pre- 
vious report,’ also includes six patients who 
had been reported as discharged under chlor- 
promazine-reserpine (combined) therapy.* 
These latter six remain discharged and main- 
tain their social recovery. The other six 
involved in that study remain in the insti- 
tution as improved. 

The decision to continue the ataractic 
drugs on formerly highly disturbed patients 
depends on many factors. The severity and 
length of the original illness are primary 
considerations. Environmental factors and 
patient’s ability to adjust to everyday life 
are much more important than his physical 
and mental ‘‘appearance.” The latter can be 
extremely deceiving. Inasmuch as there is 
no substitute for clinical judgment, these pa- 
tients require prolonged observation and 
evaluation. 

The economic significance of the use of 
ataractic drugs in extremely destructive 
cases as regards savings in labor and equip- 
ment of mental hospitals has been dealt with 
in a separate paper.’ 


Summary 
1. Results with chlorpromazine in treat- 
ment of highly disturbed psychotics con- 
tinue favorable. Of 517 patients treated over 
a period of two years, 161 were discharged, 
23 returned. Of the 138 patients remaining 
discharged, 41 are gainfully employed, 45 
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keep house independently, 44 under super- 
vision, six remain idle, while two returned 
to other mental institutions, 


2. A group of 33 out patients, whose so- 
cial recovery on continued chlorpromazine 
therapy after discharge had been considered 
consolidated, were placed on placebos at an 
average of 10 months after discharge. Eleven 
out of these relapsed while on placebos. 


3. Another group of 11 patients, likewise 
remaining on active chlorpromazine treat- 
ment after discharge, showed signs of 
threatening relapse and needed an increase 
in dosage after an average of 170 days away 
from the institution. This renders the con- 
cept of maintenance dosage vague. 


4. Out of the 23 patients who needed re- 
hospitalization, only eight relapsed to pre- 
treatment level while on active chlorproma- 
zine therapy. 


5. The majority of the 138 patients stay- 
ing away from the institution remain on ac- 
tive chlorpromazine therapy, which may re- 
main necessary for an indefinite time. 

6. The existence of clinics where tranquil- 
izing drugs are dispensed remains necessary 
to prevent possible relapses in discharged 
patients and to prevent possible hospitaliza- 
tion of patients recently fallen ill with an 
emotional disturbance. 


Acknowledgment: Our gratitude is extended to 
Mrs. Gathel Barnes who was extremely helpful in 
gathering statistical data. 
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Contingency Theory of Adaptation and Maladaptation 


JOHN R. WHITTIER, M.D. 


The purpose of this communication is to 
offer a broad theory of etiology for adapta- 
tion and maladaptation in animal organism. 


Etiology in Mental Disorder: 

Stanley Cobb’ as recently as 1950, was 
moved to remind a symposium considering 
“mental disorder and organic disease’ that 
00 years prior Adolph Meyer had begun to 
fight for the concept of “multiple etiologic 
bases.’”’ Ewen Cameron, one year later? de- 
scribed to an annual meeting of the Ameri- 
can Psychopathological Association, how the 
concept of causality, including multiple cau- 
sation, had taken the place of specific cause, 
and was giving way to the idea of event se- 
quences, as “long chains of events passing 
forward and continually being modified by 
interplay with each other.” Causality had 
come to mean “the way in which events are 
linked to each other.” The National Ad- 
visory Mental Health Council reported in 
1955° that “the concept of etiology as em- 
braced by modern psychiatry differs from 
the simple cause and effect system of tradi- 
tional medicine. It subscribed to a ‘field 
theory’ hypothesis in which the interactions 
and transactions of multiple factors eventu- 
ate in degrees of health or sickness.” 


Derivation of Theory: 

Text book and periodical literature on the 
subject of etiology in maladaptation charac- 
teristically makes reference to “factors,” 
“components,” “contributions,” or “‘aspects,”’ 
and these tend to occur in three categories. 
These categories may be termed genetic, ex- 
periential, and circumstantial. Often these 
terms appear explicitly, but have not been 
given adequate theoretical organization. Fur- 
thermore, two concepts, those of contingency 
and contribution, emerge from observations 
on the relation between these terms and the 
concept of maladaptatiuon. The terms and 
concepts will be considered briefly. 

Genetic Term: The word ‘genetic’ is the 
adjective which denotes the genes, and their 
influence manifested as potential, or geno- 


From Creedmoor Institute for Psychobiologic 
Studies, Queens Village 27, N. Y. 


type, and expression, or phenotype. There 
is an unfortunate use of this adjective in 
dissimilar ways by the disciplines of genetics 
and psychiatry; as Maurice Levine has 
noted‘ “students trained in biology occasion- 
ally infer that the term genetic diagnosis 
connotes heredity or constitution, since in 
biology the term ‘genetic’ is the adjective 
referring to the genes and chromosomes, In 
psychiatry the term ‘genetic diagnosis’ re- 
fers to the totality of those forces involved 
in the genesis and origin of current forces; 
such genetic forces are hereditary or con- 
stitutional in small part but are predomi- 
nantly a matter of early life experience and 
individual reactions.” In the theory offered 
here, the term “genetic” refers to genes and 
their influence. As it will be developed, the 
adjective refers not only to that commitment 
in morphology and function (of cells, tissues, 
organs, and integration) which is absolute, 
but that which is potential, and relative to 
the experiences and circumstances peculiar 
to each organism. 

Experiential Term: The term “experien- 
tial” has had a general utility for many dec- 
ades in psychological and psychiatric litera- 
ture. (From the Latin experientia, experire, 
to try) it is given prescient definition by 
Webster’s Dictionary (1953), “the actual 
living through an event or events; actual 
enjoyment or suffering; hence, the effect 
upon the judgment or feelings produced by 
personal and direct impressions.” The noun 
experience therefore refers appropriately to 
the operations of sensory, percept, and con- 
cept formation, and their integration, dur- 
ing the continuing and changing interactions 
and transactions between the organism and 
the environment. It connotes the broad sub- 
jects of intellection, hedonics, learning, mo- 
tivation, and the operations characterizing 
personality formation. 

Circumstantial Term: The adjective cir- 
cumstantial is derived from the noun “cir- 
cumstance,” which is given appropriately by 
Webster as “one of the conditions under 
which an event takes place or with respect 
to which a fact is determined.” The condi- 
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tion or circumstance may be within the or- 
ganism, or in its environment and occur as 
a static structuring or a dynamic process. 
It is apparent that experience becomes spe- 
cific or individual for the organism in the 
living through of circumstances. 

In the life of an organism, it will be seen 
that “genetic” can refer to preconception 
history of the organism, in the period cov- 
ered by pedigree. The adjective ‘“experien- 
tial,” depending as it does upon a degree of 
organized perception, applies properly to the 
period from birth to death, although the 
possibility of significant intrauterine ‘expe- 
rience” should be left open. The adjective 
“circumstantial” appropriately refers to the 
period from conception to death, as it has 
been well demonstrated that a variety of 
characteristics of the intrauterine period 
have to do with form and function. 


These adjectives genetic, experiential, and 
circumstantial, are terms describing charac- 
teristics or attributes of the organism and 
its interaction with environment in time. 

Concepts of Contingency and Contribution: 
For a given organism, the sequence and 
concurrence of phenomena determined by 
genes, experience and circumstance, are “li- 
able but not certain to occur,” and hence a 
description of status, and its evaluation as 
adapted or maladapted, is contingent (Web- 
ster) upon a giving or supplying by each 
of the attributes or characteristics, in com- 
mon with more or less of the other two; the 
attributes or characteristics are therefore 
given or granted “in common with others, as 
to a common stock or for a common pur- 
pose” in the form of a contribution. One 
then can view Cameron’s “event sequences,” 
and the evaluation of adaptation or mal- 
adaptation at any time, as contingent upon 
contribution of a genetic, experiential, or cir- 
cumstantial order. For the human organ- 
ism, this is what is implicit in the operation 
of diagnosis. 

The Diagnostic and Statistical Manual of 
Mental Disorders of the American Psychi- 
‘atric Association reveals an approximation 
to this formulation in the ‘complementary 
diagnostic evaluation” (also, “additional 


evaluation”) which (pages 46-49) is speci- 
fied to consist of the elements (a) external 
precipitating stress, (b) premorbid personal- 


DISEASES OF THE NERVOUS SYSTEM 


AUGUST 


ity and predisposition, (c) degree of psy- 
chiatric impairment. We are not here con- 
cerned with degree of psychiatric impair- 
ment. 

In the literature is an increasing attention 
to the advantage or necessity of including 
adaptational contribution in theory and prac- 
tice of disorder or maladaptation in the hu- 
man organism. Steiglitz in geriatric medi- 
cine, Kallman in genetics, Rado in psychia- 
try, and others, have been urging attention 
to the “factors (or contribution) for health,” 
i.e., those favoring survival. It is therefore 
apparent, although not widely operational in 
theory and practice, that the contributes of 
genes, of experience, and of circumstances, 
when defined, and if capable of measurement 
in quantity or magnitude, are also charac- 
terized by direction, with respect to adapta- 
tion or maladaptation, and Webster has al- 
ready given this combination of ‘magnitude 
and direction” to be described by the noun 
vector. 

It becomes possible to formulate adapta- 
tion or maladaptation as contingent upon 
vector contribution having genetic, experi- 
ental, or circumstantial characteristics. 

If detailed by observation, and verified by 
application, the theory of etiology presented 
should aid resolution of many apparently in- 
consistent observations, not only for psychi- 
atry, but for other medical disciplines. The 
theory should withstand testing against any 
of the phenomena of maladaptation in the 
human organism, at any age, and it should 
be fruitful for further research, for preven- 
tion, and for treatment. 
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Evaluation of Frenquel in the Treatment of 


Psychotic Veterans 


Roy M. BARBER, M.D. 


Introduction 


In November 1954 Fabing'* demonstrated 
that alpha-(4-piperidyl) benzhydrol hydro- 
chloride, known commercially as Frenquel, 
could block the development of lysergic acid 
diethylamide psychosis when given to nor- 
mal subjects asa premedication. Intravenous 
Frenquel brought psychoses produced in nor- 
mal subjects with lysergic acid diethylamide 
or by mescaline to an abrupt end. Rinaldi 
and Himwich* showed that in rabbits electro- 
encephalographic changes produced by these 
two hallucinogens are corrected by Frenquel. 
Monroe, Heath, Mickle, and Miller‘ found no 
such changes with these drugs when mak- 
ing electrical recordings from various brain 
areas in monkeys. However, one of their se- 
vere chronic schizophrenic patients who had 
deep electrodes in place for sixteen months 
showed striking decrease in spiking and 
slow wave activity on Frenquel. The pa- 
tient also improved clinically. Hallucina- 
tions present eight years disappeared, and 
the patient became cooperative. 


After using Frenquel clinically for one 
year, Fabing and Hawkins‘ stated that acute 
schizophrenic dissociation syndromes offer 
the main indication for its use. Proctor and 
Odland’ found poor responses to Frenquel in 
cases of mental deficiency, chronic brain 
syndrome, epileptic deterioration, obsessive 
compulsive disorders, nymphomania, and 
cerebral arteriosclerosis. However, 13 of 17 
acutely psychotic patients treated by Proc- 
tor and Orland showed improvement on 
Frenquel, They thought this drug acted ben- 
eficially by stopping hallucinations and 
clearing delusions. Improvement may be 
noted within twenty-four hours after Fren- 
quel. Rinaldi, Rudy, and Himwich‘ treated 
39 patients with psychoses of long duration 
and found 21 improved. The improvement 
consisted of diminished hostility, more ap- 
propriate thoughts, fewer hallucinations and 


Gulfport Division, Veterans Administration Cen- 
ter, Biloxi, Mississippi. 


delusions, and friendlier attitudes toward 
others. Fabing and Hawkins suggested that 
Frenquel acts synergistically with electric 
shock therapy and also with chlorpromazine. 


Method 


The present study is an attempt to deter- 
mine if Frenquel has any significant contri- 
bution in the treatment of hospitalized psy- 
chotic veterans. Fifty of the most disturbed 
patients from eight wards were chosen for 
treatment. Their length of hospitalization 
varied from one day to 25 years, Each pa- 
tient was evaluated before, during, and after 
therapy by the author, the ward physician, 
nurses, and assistants. The observations 
were continued over a period of nine months. 
Patients received Frenquel 20 mgm. three 
times a day for periods of ten to 30 days. 
When definite improvement did occur, Fren- 
quel was stopped temporarily, and the pa- 
tient was observed for relapse. After re- 
lapse Frenquel was started again to provide 
an additional check on the relation of Fren- 
quel to the patient’s improvement. New pa- 
tients were observed for various periods be- 
fore Frenquel was started to exclude sponta- 
neous remissions from this study. Pyriben- 
zamine placebos were administered to both 
acute and chronic cases when Frenquel had 
been discontinued. After nine months, pa- 
tients in this study were re-evaluated. 


TABLE I 
Acute Psychoses Treated With Frenquel 


Diagnosis 2a Aa 28 & ma 
Und. Schiz. 7 4 3 3 5 5 2 
S.A. Schiz. 3 3 - I 3 3 3 
Par. Schiz. 1 0 1 
Manic Dep. 1 1 1 
ABS, Alcoh. 3 3 3 1 2 3 2 
Totals 15 12 6 6 12 13 9 
NoTE: ‘—’ Indicates no hallucinations originally 
present. 
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TABLE II 
Chronic Psychoses Treated With Frenquel 


sj & 22 38 
Und. Schiz. 13 8 5 4 5 7 9 
Par. Schiz. 9 5 3 1 3 4 z 
Cat. Schiz. 3 1 0 0 1 1 ef 
Heb. Schiz. q 0 0 0 1 3 0 
Manic. Dep. 2 0 - 0 0 0 0 
Ment. Defic. 1 0 0 0 1 1 0 
Totals 35 14 8 5 11 16 11 
TABLE III 
Follow-up on Acute Psychoses Treated With 
Frenquel 
In Hosp 
= 

oi 
23 <§ w 
52 A SO oF 
Und. Schiz. 7 4 4 “3 3 0 4 
S.A. Schiz. 3 3 1 0 2 0 1 
Par. Schiz. 1 1 0 0 1 0 0 
ABS Alcoh. «4 3 0 0 3 0 0 
Totals 15 12 6 4 10 0 5 

TABLE IV 


Follow-up on Chronic Psychoses Treated 
With Frenquel 


In Hosp 
& 
= = 2 = 
Und. Schiz. 13 8 7 8 
Par. Schiz. 9 +) 4 4 0 2 if 
Cat. Schiz. 3 1 0 0 0 1 2 
Heb. Schiz. f 0 0 0 0 1 6 
Manic Dep. & & 
Mental Def. Zz 0 0 0 0 0 1 
Totals 35 14 11 | 3 6 25 
Discussion 


The present study yielded results similar 
to those reported by others who have used 
-Frenquel. Of the acutely psychotic veterans 
80°° improved on Frenquel. Proctor and 
Odland obtained improvement in 76% of 
their acute psychotics. The present study 


showed 52° of all psychotics treated with 
Frenquel improved. Fabing states that be- 
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tween 50% and 60% of his patients im- 
proved on Frenquel. 

Any treatment which yields good results in 
only about half the cases may well be re- 
garded with skepticism. There is no doubt 
that Frenquel fails to help many cases of 
chronic psychosis. From the present study 
there is no evidence that Frenquel cures a 
psychosis. However, several considerations 
indicate Frenquel helps an appreciable num- 
ber of psychotic patients to improve. On 
placebos the color of Frenquel, only one pa- 
tient showed any improvement. Of the 26 
patients who improved on Frenquel, 17 re- 
lapsed when Frenquel was discontinued. One 
began eating cigarette butts; another be- 
came panicky; three began preaching loudly 
to imaginary transgressors; one scratched 
his face in a fit of masochism; others com- 
plained the voices were bothering them 
again. These symptoms again cleared up in 
15 of the 17 patients with their second 
course on Frenquel. 

This present group is made up largely 
(86% ) of schizophrenics. The group of 
schizophrenias cannot as yet be classified 
on an etiological basis but there is a possi- 
bility that the difference in response to Fren- 
quel may be related to the difference in eti- 
ology of the various schizophrenias. More 
likely, the failure of some of the patients to 
respond to Frenquel is due to the rigid pat- 
tern of life they have pursued in their fan- 
tasy world for years and the functional im- 
pairment which has occurred. 

Frenquel acted most dramatically in cases 
of acute brain syndrome associated with al- 
coholic intoxication and in paranoid schizo- 
phrenic reactions. It stopped the severe 
auditory and visual hallucinations associ- 
ated with alcoholic intoxication within 24 
hours, where chlorpromazine had failed to 
alleviate these symptoms. It quieted three 
cursing paranoid schizophrenics who laa 
been spending most of their time and energy 
shouting at and cursing imaginary aggres- 
sors. These men were not sedated by Fren- 
quel. Two of them seemed to lose their hos- 
tility and became cheerful and interested in 
their real environment. The third patient 
was able to live with reality but maintained 
a somewhat belligerent attitude. This im- 
provement was noted within 24 to 48 hours 


| 
| 
i 
| 
| 
' 


1958 DISEASES OF THE NERVOUS SYSTEM 


after Frenquel was started. Relapses oc- 
curred in these cases within two to four 
days after discontinuing the Frenquel. The 
time relationships were such that the 
changes must be definitely associated with 
the Frenquel and were not chance remissions 
or relapses. Two other paranoid schizo- 
phrenics clung to their delusions of past per- 
secutions but became more friendly to the 
staff and were able to discuss their problems 
more freely. One of them spoke to the 
nurse for the first time in months. Another 
ceased having agitated panic states about 
his dead father persecuting him. When the 
Frenquel was stopped, he became panicky 
within three days. This agitation continued 
for five days. At that time Frenquel was 
again started, and the patient became quiet 
in 24 hours. He continued to have some de- 
lusions but he was able to discuss them 
calmly. 

Three paranoid schizophrenic patients be- 
came combative while taking Frenquel. One 
thought he was being poisoned and slapped 
a nursing assistant. During the next two 
days this patient managed to acquire two 
black eyes but he sustained no serious in- 
juries. Another patient became upset by the 
clcck pointing out the time that he was 
“wasting in the hospital.” He struck the 
clock with his shoe, destroying it. These 
two patients had received Frenquel for ten 
days. A third patient, after receiving Fren- 
quel three days, kicked another patient. 

Sixty per cent of the undifferentiated 
schizophrenic reactions were helped by Fren- 
quel. Hallucinations ceased in 40% and de- 
lusions disappeared in 35%. One veteran 
who for years had fancied he was overseas 
became well oriented and discussed his de- 
sire to visit his home nearby. Another who 
had been withdrawn and suspicious became 
interested in group activities and dancing. 
Insulin coma therapy had been planned for 
this patient but was not necessary after 
therapy with Frenquel. One insulin coma 
therapy failure who worried about imagin- 
ary people razzing him was less disturbed 
on Frenquel therapy and became interested 
in group psychotherapy. Within twenty- 
four hours after the Frenquel was stopped, 
the auditory hallucinations recurred, and the 
patient lost interest in group activities. The 


4 


Frenquel was repeated, and he is now mak- 
ing good contributions to the psychotherapy 
group. Another insulin coma failure be- 
came interested in manual arts while on 
Frenquel and was able to be moved to the 
convalescent ward. A third insulin coma 
failure lost much of his hebephrenic beha- 
vior and became a leader in ward meetings 
while taking Frenquel. An elderly schizo- 
phrenic who did not know his own name and 
spent much of his time in scribbling aim- 
lessly was started on Frenquel. Within two 
days he became well oriented as to person 
and had given up his aimless activities. 
Three other undifferentiated schizophrenic 
reactions noted a decrease but not complete 
cessation of hallucinations while on Fren- 
quel. Prior to that they had to be guided 
about on the ward by nursing assistants be- 
cause they were so preoccupied. On Fren- 
quel they were not only able to care for 
themselves, but they began helping with 
ward work and enjoyed working. However, 
only five of the 20 undifferentiated schizo- 
phrenics improved enough on Frenquel to be 
sent home. 

The three schizo-affective schizophrenic 
reactions seemed to stabilize in very good 
reality contact on Frenquel. They all estab- 
lished good rapport with their ward physi- 
cians, and two of the three were able to be 
sent home. Only one catatonic patient im- 
proved with Frenquel. He had been so agi- 
tated he was throwing dishes at other pa- 
tients and urinating on them. After receiv- 
ing Frenquel, his hallucinations did not 
cease, but his behavior improved so that he 
was no longer a problem on the ward. He 
began to show interest in group activities 
and did some painting. No catatonics im- 
proved enough on Frenquel to go home. 

Hebephrenic schizophrenic patients re- 
sponded most poorly to Frenquel. None of 
them improved, and only three showed any 
attempt to relate to the staff. On the third 
and fourth days of Frenquel therapy, these 
three patients were able to converse with 
the doctor and nurse for brief periods. None 
of them was able to go home in the nine- 
month observation period. One manic de- 
pressive felt more relaxed while taking Fren- 
quel. However, most manic depressives were 
not helped in any way by this drug. The 
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mentally deficient with psychotic reaction 
was not helped by Frenquel. 


No adverse side effects can be attributed 
to Frenquel. A few patients who did ex- 
press opinions about the drug liked to take 
it as “It makes me feel better.”” One patient 
died with acute hemorrhagic pancreatitis 
after taking Frenquel for a short time. How- 
ever, generalized arteriosclerosis and chronic 
passive congestion of the liver, were thought 
to be the contributing causes of his death. 
The only other physical illnesses which oc- 
curred during the therapy period were two 
mild respiratory infections. 


Summary 


Fifty psychotic veterans were given Fren- 
quel for periods varying from ten to thirty 
days. Patients who relapsed were given ad- 
ditional courses on Frenquel. Observations 
were continued for nine months. Some im- 
provement was noted in 52% of those 
treated. Of the acute psychotics 80% im- 
proved, while only 40% of the chronic psy- 
chotics showed improvement. Only 28% be- 
came free of hallucinations, but in others 
hallucinations were less frequent and delu- 
sions were not as disturbing. Improvement 
with Frenquel seemed to consist of more in- 
terest in reality, friendlier attitude toward 
others, increasing activity in therapeutic 
groups, cessation of bizarre behavior, and 
decrease in hallucinations and delusory 
thoughts. Most of the chronic cases re- 
lapsed when Frenquel was discontinued. 
However, improvement could be obtained by 
resuming the Frenquel. If the drug pro- 
duced any change, it usually did so in two 
to three days. Relapses generally occurred 
within four days after Frenquel was discon- 
tinued. Three paranoid schizophrenics be- 
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came more combative while taking Frenquel. 
Only 13 of the 50 patients treated with Fren- 
quel improved enough to go home in the 
nine-month period. Ten of these 13 were 
cases of acute psychosis. 

Frenquel seems most useful when given to 
acutely psychotic patients. It appears to 
decrease their preoccupation with delusions 
and hallucinations by making reality more 
attractive. If psychotherapy and group ac- 
tivities are then utilized to stimulate this 
interest in reality, the patient usually will 
improve enough to function outside the hos- 
pital. 


Author’s Note: Frenquel, used in this study, is 
manufactured by and supplied by The Wm. S. Mer- 
rell Company, Cincinnati, Ohio. 
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A New Anticonvulsant, Elipten™ 


(A Preliminary Report) 


VASILIOS S. LAMBROS, M.D. 


According to various estimates, about one- 
tenth of the population of the United States 
suffers from epileptic seizures. Anticonvul- 
sants used in the treatment of epilepsy range 
from barbiturates, oxazolinidiones to hydan- 
toins (Dilantin, Mesantoin, etc.) and related 
compounds. Although phenobarbital contin- 
ues to be the fundamental preparation either 
alone or in combination with other agents, 
its most important disadvantage is its seda- 
tive action which impairs the ability of many 
patients to work. The hydantoins, accepted 
since their introduction in 1938, have given 
rise to skin rashes, gastro-intestinal com- 
plaints and undesirable central nervous sys- 
tem symptoms. On the other hand, the ox- 
azolidines are relatively weak and have only 
a restricted field of usefulness. Moreover, 
reports from time to time have appeared 
which indicate bone marrow damage with 
their use. 

The search, therefore, continues for the 
ideal anticonvulsant. One which produces no 
sedation, is well tolerated, is active against 
all forms of epilepsy, is able to control status 
epilepticus, tends to normalize the electro- 
encephalogram, favorably affects the psyche 
and has prolonged activity. Thus far no 
preparation has met all these requirements. 


Reports of clinical tests carried out with 
the non-barbiturate sedative-hypnotic Dori- 
den, a glutarimide, showed this compound 
exerts a good anticonvulsant effect but that 
the doses required to produce favorable clin- 
ical activity were too strongly sedative for 
daily anticonvulsant therapy. The favor- 
able effects of Doriden on epileptic character 
changes, however, stimulated a search for 
derivatives which might have more specific 
anticonvulsant action without excessive sed- 
ative properties. Elipten, another glutari- 


mide derivative which apparently has an an- 
ticonvulsant effect without extreme seda- 
tion, became available recently and it was 
decided to study it clinically. 
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Procedure 


It must be understood that all of the pa- 
tients in this study were those commonly 
found in the private practice of a specialist. 
Many were referrals who were not being sat- 
isfactorily controlled. All patients and/or 
parents were exceedingly cooperative. The 
patients and/or parents have been faithful 
in reporting to this office every five to seven 
days, sooner if required. Under this regime, 
adequate observation and complete control 
of the medication was maintained. 


There was a total of 35 cases treated, 27 
continue under medication, the remaining 
eight discontinued medication, the reasons 
for stopping will be cited in detail. All 35 
patients had abnormal electroencephalo- 
grams. Most of these patients were on pre- 
vious anticonvulsant medication and were 
gradually weaned away from the original 
medication to Elipten alone. 

The first 10 cases were placed on 750 to 
1000 mg. of Elipten daily. Under this re- 
gime, five developed a characteristic measle- 
like rash. Thereafter, the medication was 
started initially on 125 mg. and increased 
by 125 mg. every third day, until the re- 
quired dosage level for that particular in- 
dividual was reached. 


Summary of Results and Discussion 


The results of our study have been divided 
into three groupings—(1) Complete control, 
(2) Complete to almost complete control 
with skin rash which cleared on continued 
therapy, (3) No improvement or undesirable 
reactions. 


Group I—Fully controlled, no reactions. 
This first group consisted of 18 patients. 
Eight had major convulsions; four had mi- 
nor convulsions or petit mal; three had tem- 
poral lobe convulsions; three had major and 
temporal lobe convulsions. Of these patients 
16 are fully controlled. The remaining two 
show the following results: One, a petit mal 
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following birth injury, has had two convul- 
sions over a four month period, whereas she 
had been averaging 9 to 10 per day. The 
second is a severe major convulsive follow- 
ing birth injury who has improved to where 
he is only having two to three per week 
whereas he was averaging 10 to 20 per day. 
His dosage is being gradually increased. At 
the present time he is on 625 mg. of Elipten 
per day. 


GrouP II—The second group of 9 patients 
developed skin rash initially which cleared 
in spite of continued therapy. Six had ma- 
jor convulsions, two had temporal lobe con- 
vulsions and one had major and temporal 
lobe convulsions. All of these patients de- 
veloped a rash by the ninth to tenth day, 
which, when the dose was reduced by 250 
mg., cleared by the thirteenth to fifteenth 
day. The prescribed dose was reinstituted. 
These patients have continued their Elipten 
to date without any recurrence of skin re- 
action. Of these 9 patients, seven have been 
fully controlled, two are occasionally break- 
ing through. One, a temporal lobe convul- 
sive, has had only 9 convulsions in three 
months, whereas before she was averaging 
two to three per day. In this case a definite 
cycle has been elicited and changes in time 
and amount of Elipten may control this case. 
The second is a major convulsive who had 
one convulsion in three months whereas 
prior to Elipten she was averaging four to 
six per week. 


Group III—Eight patients who discon- 
tinued Elipten were placed in four sub- 
groups. 


A. First Subgroup—Two severe convul- 
sives, 


S.M. was a 14-year-old white female who had 
severe cerebral anoxia with residuals of organic 
major and minor convulsions. Fortunately, I had 
followed this patient from the age of three months. 
Under her previous medication consisting of pheno- 
barbital, grains four and Milontin, grams one, 
daily; the major and minor convulsions had been 
decreased by 50 per cent. It might be added that 
-in the last four or five years this patient has pre- 
sented evidence of progressive extrapyramidal in- 
volvement as manifested by a Parkinson’s syn- 
drome. The phenobarbital was gradually stopped 
and replaced by Dilantin, then Elipten was insti- 
tuted. But the convulsions had increased with 


Dilantin to the point that the mother became pan- 
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icky and requested that we stop the Elipten al- 
though the prescribed level had not been reached. 

The second case in this subgroup was L.S., an 
eight year old white female, who following a Se- 
vere virus meningo-encephalitis, at the age of three 
developed uncontrollable major convulsions. The 
previous medication was Dilantin, grains 4%, and 
Mysoline, gram 1.25 per day. This dosage reduced 
the frequency of convulsions by approximately 25 
per cent and the severity by 75 per cent. With the 
transition to Elipten the patient developed the char- 
acteristic rash, which started on the eleventh and 
cleared by the sixteenth day. During this time the 
dosage of Elipten was reduced. There was no ap- 
parent improvement in her convulsions during this 
short time. The mother was extremely hesitant 
about increasing the Elipten back to the level of 
1250 mg. daily and Elipten was discontinued. 


B. Second Subgroup—consisted of two pa- 
tients who were hospitalized with one even- 
tually dying. Fortunately, neither case can 
be attributed to the effects of Elipten. 


M.R., a four year old white male, had severe un- 
controllable major convulsions following birth in- 
jury. His previous medications were Mysoline, 
gram 0.5; Dilantin, grains 24; and phenobarbital, 
grains % daily. This regime reduced his convul- 
sions less than 20 per cent. M.R. was started on 
125 mg. of Elipten daily on a graduated basis. The 
characteristic rash appeared on the tenth day. By 
reducing the dosage to 500 mg. the rash cleared 
on the fifteenth day. The prescribed dose was re- 
instituted but the child continued to have convul- 
sions. Gradually his medication was increased to 
1250 mg. daily. At this level no further convulsions 
were noted. He was maintained on complete con- 
trol until the first day of April when the father 
brought the child in because he was sluggish and 
had an elevated temperature. The child had acute 
tonsilitis and acute bilateral otitis media. He was 
referred to an Army post hospital where penicillin 
therapy was started. On his visit to my office he 
had no rash except for a dry scaliness of his knees 
and elbows which I did not regard as significant. 
The pediatrician at the hospital did not see any sign 
of a rash at any time. The station hospital at an- 
other Army post called me on April 8, 1957 stating 
the child was cyanotic and had a rash. It might be 
noted that M.R. was of mixed parentage and had 
the characteristic features and coloring of the Gua- 
temalan Indian. The pediatrician at the first hos- 
pital did not consider this as cyanosis, nor did I. 
This rash was apparently mild as it cleared within 
one day. Elipten was withdrawn and not replaced 
with other anticonvulsants until the third day of 
hospitalization when he had a recurrence of convul- 
sions. On the fourth day the child was found dead 
apparently following a convulsion. The autopsy did 
not reveal any positive findings. It was my opin- 
ion that death was not attributable to Elipten. 

The second case was P.S., an eight year old white 
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male with major and psychomotor convulsions. This 
child was extremely allergic. He had been tried 
on phenobarbital without success. Later he was 
switched to Tridione, grain 15, and Dilantin, grains 
4% daily. At this time he began to develop side 
reactions to Dilantin. The glare phenomenon char- 
acteristic of Tridione also presented itself. The 
Dilantin was replaced with Elipten, 500 mg. daily. 
When he reached 375 mg. he developed a charac- 
teristic rash, which did not clear on reduction of 
Elipten. Eventually he was hospitalized with a 
rash suggestive of Erythemia Multiformis. The 
Elipten and Tridione were discontinued. Following 
recovery he was placed on Paradione. To our as- 
tonishment there was a recurrence of swelling of 
the eyes, gums and lips. Before any extensive rash 
could develop the Paradione was stopped. It was 
my opinion that the severe skin reaction here was 
attributable not to the Elipten but to Tridione. How- 
ever, the parents were not bold enough to try Elip- 
ten again. It might be added that in this case the 
mother stated the child was cyanotic but this could 
not be substantiated at any time by Dr. Ayres, the 
pediatrician, or by myself. 


C. Third Subgroup—consisted of three 
cases, J. L., white male aged 8; C. H., white 
male, aged 16; and M. A. C., white female 
aged 8, who on the initial trial developed the 
characteristic rash on the eighth day of med- 
ication. This rash cleared by the thirteenth 
day, but in all three cases the parents were 
not willing to continue medication. 


D. Fourth Subgroup—the only case in 
which I felt that there was a definite drug 
reaction, This was R. I., a ten year old 
white male with uncontrollable minor con- 
vulsions, or petit mal. He had previously 
been on Tridione, grains 25, and Mysoline, 
grams 0.75 daily. With Elipten on the elev- 
enth day he developed a rash which cleared 
on the fifteenth day. Knowing of his severe 
allergies Elipten was stopped. A definite 
improvement in the frequency of the convul- 
sions was noted during the short time he was 
on Elipten. One month later a second at- 
tempt was made. With the first half tablets 
his eyelids and lips became edematous. The 
child became extremely erratic and nervous. 
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A prompt withdrawal of the medication ef- 
fected a clearance of symptoms. 

It is my belief that there is a definite im- 
provement in subsequent electroencephalo- 
graphic tracings of all 27 patients still on 
Elipten. 

The relation of barbiturates to skin reac- 
tion is not clear. In Group III, three of the 
eight had been on barbiturates either prior 
to or within four months. Only two of the 
three developed a rash. 

Group I showed 14 of the 18 had replaced 
their barbiturates with Elipten. None of 
these had any drug reaction. 

The patients who had been on barbitu- 
rates totaled 24, yet only 9 of the 24 devel- 
oped a drug reaction. The assumption that 
barbiturates predispose the patient to skin 
rash is not tenable. 

Hematological and urinary studies show 
no deviation from normal ranges. 


A reaction of interest is in a five year old 
white female who every time she was given 
a dose of Elipten developed a bout of sneez- 
ing. Placebos have been given with no sneez- 
ing. This has been constant with every 
dose. Her dose ranges from 500 to 1500 mg. 
daily. 

Thirteen of the 27 patients are on Elipten 
alone. The remaining 14 are supplemented 
with other anticonvulsants. Of the 13 on 
Elipten only one, a temporal lobe convulsive 
in Group II is not 100 per cent controlled. 

In summary, 27 of 35 epileptic patients 
have shown good response to a new anticon- 
vulsant Elipten. Twenty-three of the 27 are 
completely controlled. The remaining four 
have improved over 80 per cent. It is my 
opinion that the anticonvulsant Elipten has 
considerable merit and warrants further in- 
vestigation and study. 


Author’s Note: EliptenR supplied through the 
courtesy of CIBA Pharmaceutical Products, Inc., 
Summit, New Jersey. 

Doriden is a glutethimide manufactured by CIBA. 


1832 K Street, N.W., Washington 6, D.C. 
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EFFECT OF VARIOUS DRUGS IN THE 
FUNKENSTEIN TEST 
FREDERICK B. CHARATAN, M.D. 


Since Funkenstein, Greenblatt and Solomon de- 
veloped their test of autonomic reactivity in 1948,1 
further work has shown alterations of systolic pres- 
sure brought about by mecholyl to be the more 
significant component of the test.2 The response to 
mecholyl divides patients roughly into two cate- 
gories, the hyporeactive, and the hyperreactive, the 
former group statistically having the poorer prog- 
nosis. 

The response to mecholyl on test—retest has been 
shown to be quite stable for the individual, i.e., with 
a high coefficient of correlation.*.+ It is, therefore, 
clearly of interest to try to determine whether the 
mecholyl response varies during the course of psy- 
chiatric treatment and, if so, in what way. 


Materials and Methods: 


This is a preliminary report describing the results 
of 68 tests in 23 female patients who, during their 
psychoses, received a number of different drugs. For 
various reasons it was not possible to compare 
matched groups, so each patient functioned as her 
own control. The response to mecholyl was car- 
ried out as soon after admission as possible, and 
was then repeated as the patient received different 
drugs. The patient was taking the drug for at 
least four days before testing was repeated and in 
most cases for 1-3 weeks. Patients were also re- 
tested after they had recovered and were ready to 
leave hospital. The technique of testing was stand- 
ardized according to the method described by Fun- 
kenstein, et al.,1 but the preliminary saline injec- 
tion was omitted. The same observer performed 
all the tests. 


TABLE 1 
S 
£3 
g Zz < = 
Schizophrenia 21 20-69 34.3 1-20 
Affective disorder eA 55-56 55.5 1-2 
TABLE 2 


Classification of Mecholyl Responses According to 
Funkenstein’s Criteria 


Schizophrenia Affective 

disorders 
Group II-III 17 0 
Group VI 4 2 


From Research Division, Manhattan State Hospi- 
tal, Ward’s Island, New York City 35, N. Y. 


TABLE 3 
Effect of Drugs on the Group II-III Response in 
Schizophrenics 
= 
Be 
wo 2 eS 
25 
Daily dose (mg) 3 ge a6 
Acetylpromazine 
150-600 10 
Prochlorperazine 
30-180 7 2 
Trifluperazine 
15-60 2 2 
Iproniazid 
150 3 


Of the six patients with Group VI responses, three 
recovered and were able to leave hospital. The re- 
sponses of two of these, both schizophrenics, 
changed markedly after their recovery from states 
of catatonic stupor and excitement, respectively. 
The one with a Group VI response when in a cata- 
tonic stupor, showed a Group II-III response after 
recovery. The patient with a Group VI response 
during her catatonic excitement, showed a change 
in the direction of a Group II-III response. 


Of the 17 patients, all schizophrenics, with Group 
II-III responses, only one was able to leave hospi- 
tal, her response becoming markedly flattened, fol- 
lowing treatment with prochlorperazine. 


One of the patients suffering from an affective 
disorder had had recurrent depressions for nine 
years. On recovery, at a time when she was not 
receiving any drugs, there was no change in the 
shape of her Group VI response, although the sys- 
tolic pressure had fallen. 


Discussion: 

The high percentage of patients with Group II-III 
responses resembles the experience of others who 
have worked with relatively chronic patients.5.6 The 
Group II-III response has been explained? as being 
mediated by a relative preponderance of secretion 
of norepinephrine. Conversely, the Group VI re- 
sponse is due to a preponderant secretion of epi- 
nephrine. Gellhorn* has pointed out that hypofunc- 
tion of hypothalamic nuclei responsible for sym- 
pathetic activity often characterizes schizophrenia. 
Sympathetic reactivity in such patients increases 
with clinical improvement, and Gellhorn believes 
that the response to mecholyl provides an indica- 
tion of the degree of hypothalamic disturbance in 
each patient. The mecholyl response is thus an in- 
direct index of central sympathetic reactivity. 

Several investigatorss.9.10.11 agree fairly well that 
reserpine and chlorpromazine reduce the response 
to mecholyl in various categories of psychiatric pa- 
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tients or, in other words, increase central sympa- 
thetic reactivity. The present results are of inter- 
est in that where the response to mecholyl is mod- 
erate, brief, and homeostasis is quickly restored, 
tranquilizing drugs have practically no effect upon 
such a response. It is as though the patient’s phys- 
iological responses are as fixed as those psychologi- 
cal features which in chronic schizophrenia have 
been termed stereotypy, blunted affect, rigidity of 
thought, etc. It is also worthy of note that recov- 
ery from catatonic stupor in one instance was ac- 
companied by a change in response from Group VI 
to Group II-III. Ino another case, recovery from 
catatonic excitement was associated with a sim- 
ilar, though less marked change. 

It is clear that under favorable conditions, the 
phenothiazine derivatives restore flexibility of phys- 
iological response. The mecholyl response is one 
of the more useful indicators of autonomic func- 
tion, and further work in this area should enable 
a more precise selection of compounds effective in 
modifying central sympathetic reactivity to be 
made. 


Summary: 


In 17 patients exhibiting Group II-III responses 
to mecholyl, i.e., with normal or increased central 
sympathetic reactivity, there was on the whole no 
change in their response during treatment with 
acetylpromazine, prochlorperazine, trifluperazine, 
and iproniazid. 


There were six patients exhibiting Group VI re- 
sponses to mecholyl. Two schizophrenics in this 
group showed a marked change in their responses, 
one after prochlorperazine, and the other after elec- 
troshock and acetylpromazine. These changes co- 
incided with the patients’ recovery from states of 
cataton’c cxcitement and stupor, respectively. 


It would appear that a relative insusceptibility 
to a modification of the Group II-III response by 
the drugs described, is associated with lack of clin- 
ical improvement. 
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A NEW NASAL AIRWAY FOR USE 
WITH CEREBRAL ELECTRO- 
CONVULSIVE THERAPY 


JOSEPH EPSTEIN, M.D. 


The satisfactory end point of an electroconvul- 
sive treatment is the return of normal respiration 
plus the other vital signs. Standard auxiliary 
equipment in connection with ECT apparatus is an 
airway which can be utilized to facilitate respira- 
tion at any time should this be required. The diffi- 
culty in the resumption of respiration following the 
convulsive seizure is frequently mechanical, due 
to spasm of the tissues or structures of the nose, 
mouth, pharynx or larynx. This is often noted in 
elderly edentulous patients where their nostrils 
seem to collapse over the upper lip and the mouth 
is tightly closed. In such cases, the insertion of 
an airway prevents hypoxia and cyanosis which 
usually develops before the nares become patent 
or the mouth opens. Another example is the ten- 
dency of the tongue to fall back and interfere with 
the passage of air. When such phenomena occur 
and the patient either doesn’t get enough air or 
isn’t breathing at all and shows a corresponding 
degree of cyanosis, the insertion of an airway is 
indicated. The airway not only facilitates respira- 
tion, but also permits the application of oxygen 
should it be required. The airways in use at pres- 
ent are the oral type inserted through the mouth. 

Those of us who have had occasion to insert an 
oral airway at the end of a convulsion have from 
time to time experienced great difficulty in prying 
open the jaw, only to find the teeth almost impos- 
sible to separate and on forcing in the airway, in- 
jury has been done to the teeth or tissues of the 
tongue or palate. In clinics where succinylcholine 
chloride is used it is increasingly important to 
have proper airways so that oxygen can be ad- 
ministered promptly. This communication describes 
a curved synthetic nasal pharyngeal airway which 
is six inches long and can easily be inserted in ei- 
ther nostril, either routinely before or during the 
convulsive seizure, or when there is any difficulty 
in breathing following the convulsive seizure. 

The nasal end is wide and funnel shaped to en- 
sure against its being sucked into the nostril. The 
contrivance is simplified by inserting it through the 
nostril, it by-passes the teeth, the tongue and hard 
palate without disturbing the jaw. Should there 
be an obstruction in one side, the other nares can 
be used. Two tubes may be inserted if desired. 
Aspiration of fluid from the nasopharynx is avoided 
by applying suction through the tube. The extreme 
efficiency of the tube is readily demonstrated on 
any patient either during or at the end of the seiz- 
ure by merely inserting the airway and hearing the 
free swish of the breathing back and forth through 
the tube. Breathing, which before insertion of the 
tube may have been inadequate or sterterous sud- 
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denly becomes smooth and free. Frequently in pass- 
ing the nasal tube, one can actually feel the tube 
passing through a posterior nasal contriction or 
spasm and as soon as this occurs, the respiratory 
air bursts through. In clinics where small doses 
of succinylcholine are used and where the jaw may 
not become completely loose after the seizure, these 
airways are inserted at the termination of the seiz- 
ure, and if normal breathing is delayed, oxygen can 
be administered at once without the necessity of 
prying open the mouth. We have been using these 
tubes for the last six months in many hundreds of 
treatments and they have also been used in the 
clinics where we have demonstrated them, and they 
have met with universal approval. They are ideal 
for conventional ECT and lend themselves partic- 
ularly well in electrocoma treatment. We are there- 
fore presenting this to the profession. These tubes 
have been designed for me by the Davol Rubber 
Company with the cooperation of Dr. William A. 
Gants, Director of professional products develop- 
ment. 


AUDITORY HALLUCINATIONS IN AN 
OTHERWISE WELL-INTEGRATED 
PERSONALITY 
H. L. GORDON, M.D. 


Our subject tonight has described his auditory 
hallucinatory experiences in a diary of about 100,- 
000 words. This diary has been reprinted 11 times 
since its author’s death, 383 years ago, yet it was 
only nine years ago that its psychiatric significance 
was noted and discussed in a special study. 


His name was Joseph Caro and he was born in 
1488 in Toledo, Spain. At the age of four his fam- 
ily moved to Portugal to escape the inquisition, and 
when it reached him there too, he sought and found 
safety in Mosiem Turkey. He resided in Nicopolis 
and Adrianopie. In the latter he met the mystic 
Molco and seven years later he arrived in Safed, 
Palestine, where he died at the age of 87. Joseph 
Caro was the son of a theologian and all his life 
he held prominent positions as lecturer, clergyman 
and judge. He became famous through his com- 
mentaries on earlier legal texts and for his own 
legal code, which is still binding on orthodox Jews 
and is recognized law in Israel today. 

Our interest in Caro is because of a secret diary 
which was discovered after his death. I have seen 
a manuscript of the Diary dated nine years after his 
demise. It is written in Aramaic, a language re- 
lated to Hebrew and Arabic and largely reserved 
for mystic texts. In this diary Caro entered for 
a period of 53 years the messages he received from 
a mysterious being, the Maggid. This Maggid was 
invisible, only his voice was heard, mostly at night. 
It chastized, threatened, guided him and also made 
many promises of reward. The Maggidic voice pre- 
sented itself usually as an angel, but occasionally 
claimed to be the spirit of the ancient legal code, 
the Mishnah, or even of the Lord himself. This 
Maggidic voice should not be confused with the di- 
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vine voice heard by the prophets, as referring to 
the destiny of an entire people or even of human- 
ity in general. It should also not be confused with 
one or few commands given to a saintly person on 
a solemn occasion. The Maggid was rather a mon- 
itor, a personal guide, constantly in communica- 
tion with his host. Caro was advised by the mys- 
terious voice: “Whenever you are in doubt, con- 
centrate on that problem and engender a wish to 
be answered.” In another message Caro was told, in 
a cosmic vein: ‘‘When you fall into a slumber. . 
seven of my worlds keep watch over you....I 
speak from within your mouth and your lips vi- 
brate.” The holy voice demanded continuous medi- 
tation over the holy texts, over things divine, not 
mundane. When the voice stuttered it blamed 
Caro: “I stutter because you make me do so by 
the fault of the irrelevant thoughts you entertain. 
. .. I speak through your mouth not in a dream, 
but as a man talks to a fellow man... . I address 
you while your eyes are wide open. ... No man 
has thus been favored. . . . The voice of my be- 
loved .. .” 


Once the Maggidic voice ignored the presence of 
strangers and gave Caro a prediction: “The Kat- 
zapkoni ruler and his consort Szaritza conspire 
against you—I shall cause their defeat.” He re- 
ferred to the Czar Ivan the Terrible. Caro also 
mentions a talking lyre: “And behold a lyre plays 
of itself and says: I echo your thoughts.” This is 
the only place in the diary where Caro has char- 
acterized correctly the origin of his hallucinations 
—himself. The voice brought to him solicitations 
from the celestial abode where the souls of the 
pious and scholars of the past continued their 
spiritual existence and activities. There he was 
proclaimed: ‘‘Master of the Holy Land, Holy Image 
of the King. (The King was God.) You are con- 
sidered very eminent, and lofty and sublime in the 
eyes of the members of the Celestial Academy... . 
Maimonides is most pleased with your explana- 
tions. . . . The two legal decisions have elicited a 
a smile of approval from the Holy One, blessed be 
He.” The Voice told Caro even more startling rev- 
elations: “If you only knew how many new worlds 
you bring into existence when you study and how 
many worlds you cause to disintegrate when you 
cease. ... You must not sever your attachment to 
the Blessed Name for a single instance, for should 
you do so, the Divine Presence will fall down.” 


One recalls that Jewish mysticism, the traditions 
of which influenced the life of Joseph Caro so much, 
admitted several bearers of secret divine communi- 
cations to mortals: The ubiquitous and immortal 
prophet Elijah, ministering angels, friendly devils, 
who were solicited by rabbis to give them medical 
and legal advice, oracles known as Os and Yideoni, 
the Spirit of Holiness that had, in Jewish lore, an 
independent personality, the oracle, that was a fre- 
quent phenomenon till the destruction of the second 
temple, the missive that was sent from heaven, va- 
rious forms of divination, the hypnagogic dream 
state, the inner voice and the extra personality 
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(the dibbuk). None of these media, however, re- 
sembled Caro’s peculiar, unique and novel phenom- 
enon—that of Maggidism. 


Contrary to popular conceptions, the Jewish idea 
of the blissful paradise is nothing else but that of 
a school, a Celestial Academy, with God himself 
presiding, though not deciding, in controversial mat- 
ters. The Maggidic Voice told Caro that he, Caro, 
and his legal writings were often discussed in that 
sublime assembly of patriarchs, prophets, saints 
and scholars of all generations. The Maggid told 
him: “The Holy One, blessed be He and the entire 
Celestial Academy have sent you a salutation.” The 
Maggidic Voice told Caro further: ‘‘Because you 
apply yourself with diligence to the study of the 
Torah and the Codes... whatever you do God will 
crown with success. ... Whenever you go out in 
the street, my seven worlds and all their hosts es- 
cort you and proclaim before you: Pay homage to 
the holy image of the King. Numerous hosts, ar- 
mies and worlds begin to tremble. They ask each 
other: ‘What causes that uproar?’ and they are an- 
swered: ‘This is because of the one whom the Holy 
One, blessed be He, wished to honor every day.’ 
Consider yourself a king heading an army, a king 
among his troops. .. . The worlds proclaim: ‘He is 
the president of the Great Academy, eminent au- 
thor, God’s favorite.’’”’ And these praises were all 
tributes to Caro. 


Caro’s Aramaic Diary abounds with cosmic prom- 
ises made to him by the Maggidic Voice. Here are 
some utterances: “If you only knew how many 
worlds you bring into existence when you study 
and how many worlds you cause to disintegrate 
when you cease. ... If your eyes could only be per- 
mitted to see the heavenly troups from every side. 
They were created by the breath that comes from 
your mouth when you study the Mishnah.” Caro 
was warned by the Voice that Satan lurks for him 
in the dark and that he is constantly suspended over 
the gaping heli, but Caro’s sanctified breath saves 
him. He was further told: “If you will cogitate 
continuously on serving me, you will not be dragged 
into sin even if you will meet a nude woman.” 

The Maggid promised him supreme glory. In a 
series of erie and breath-taking messages Caro 
was promised secrets that would make bones rat- 
tle. He was also promised four eminent sons, a 
wife who has been a man in a previous life, the 
completion of his scholarly writings, the presidency 
of the world’s greatest school and an eminence 
Caro was promised that he will perform miracles, 
meet the immortal prophet Elijah, that he would 
merit a martyr’s death and that he would be burned 
alive by the unbelievers. After death he would be 
introduced to the presence of the Lord. 

This is a brief summary of the Diary kept by 
Caro for 52 years. Following the publication of 
my book on Caro’s Diary,* some authors, in many 
reviews, suggested various theories for this Mag- 
gidic Voice. But it leaves the problem wide open: 
surpassing that of all scholars who lived before him. 


*The Maggid of Caro, 1949, 396 pn. 


What sort of a man was Caro? Could his Mag- 
gidic messages be considered pathological, the prod- 
ucts of a sick mind? Was he another Judge Schre- 
ber, who published his memoirs in 1903 with fan- 
tastic ideas, characterized by Freud (1911) as par- 
anoia? Was it his educational background? It 
was so similar to the educational background of 
others, yet he alone produced the phenomenon of 
the Maggidic Voice, that accompanied him most of 
his life and was interested in his person and in the 
daily events of his life. 


Caro was active to the last day of his prodigious 
life in handing and writing down lengthy legal de- 
cisions. In all cf his numerous works, though in- 
spired by devotion to God, he does not expound 
ideas based on superstition or mysticism. His elab- 
orate systematised auditory hallucinations, as de- 
scribed in his secret Diary may be considered at 
first glance as if written by a different person. Yet, 
in Caro’s time, environment and cultural heritage, 
such duplicity of personality may be possible, even 
though the phenomenon of a Maggidic Voice had 
no parallel in history, except perhaps in the demon 
of Socrates. Even in modern psychiatry, the bar- 
riers between the forms of mental aberrations be- 
come w:der and less distinct and we admit the pres- 
ence of auditory hallucinations in an otherwise nor- 
mal personality. 


DISCUSSION 


JOSEPH EPSTEIN, M.D. 


In discussing this paper, I want to start by say- 
ing a few words about mystics and mysticism. 
Caro was one of the great Hebrew mystics. He 
lived in a period when many mystics, Catholic and 
Protestant, wrote prolifically and became famous in 
religious history. In a broader sense the Caro phe- 
nomena definitely belong to the category of mys- 
ticism and it is in this context that I will discuss 
Dr. Gordon’s paper. The religious literature of 
the 14th century contains references to many con- 
templatives who brought their inteilectual hallu- 
cinatory capacity to bear on the mysteries of the 
Transcendental Life. The 16th century which saw 
the flowering of the Renaissance and the Humanist 
movements, produced additionai mystics. They were 
faithful followers of great religions, including Chris- 
tianity, Islam, Brahmanism and Buddism, each re- 
ceiving its most sublime interpretation at their 
hands. Thus, St. Teresa interpreted her ecstatic 
apprehension of the Godhead in strictly Catholic 
Terms, and Boehme believed that his explorations 
of eternity were consistent with the Lutheran 
Church. The Sufis were good Mohammedans; Caro 
was an orthodex Jew. Caro’s experience can best 
be evaluated when considered in the period of its 
occurrence and in conjunction with the experience 
of mystics of the same era. Most of the religions 
of today owe their origins to the mystic experi- 
ences of great leaders. Moses is described in the 
Bible as being spoken to repeatedly by God. St. 
Paul as described in the Acts saw visions in the 
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sky, and thereafter his conduct was guided by the 
voice of Christ. 


Let us very briefly review some of the hallucina- 
tory experiences of several post-Biblical mystics. 
St. Teresa (1515-1582) was one of the most noted of 
Catholic mystics contemporary to Caro. She had 
this to say about her voices: They are ‘very dis- 
tinctly formed, but by the bodily ear they are not 
heard. They are much more clearly understood than 
if they were heard by the ear. It is impossible not 
to understand them, whatever resistance we may 
offer, when our Lord speaks it is at once word and 
work. St. Teresa regarded her voices as coming 
directly from God. Although most voices heard 
by mystics were from ‘within,’ there are exceptions 
where voices were heard with the external ear. Ex- 
amples of these are found in the instances of the 
voices which guided the destinies of St. Joan of 
Are (1412-1431), or the Figure upon the Cross who 
spoke to St. Francis of Assisi (1182-1226). 


Jacob Boehme (1517-1624) was a German mystic, 
a shoemaker and glovemaker. He described his ex- 
periences with the supernatural as follows, ‘I have 
not come to this meaning or to this work and knowl- 
edge through my own reason or through my own 
will and purpose; neither have I sought this knowl- 
edge now so much as to know anything concern- 
ing it. I sought only for the heart of God, therein 
to hide myself. I saw and knew the Being of all 
Beings.” He said: ‘Whatever I could apphehend 
with the external principle of my mind, that I 
wrote down.” Thus we see that his writings like 
those of Caro’s were dictated by his mystical expe- 
riences. In 1662 his works were translated into 
English, and Boehmenist societies sprang up which 
later were merged with the Quaker movement. 


Emanuel Swedenburg (1688-1772) inventor, math- 
ematician, scientist and physicist, at middle age 
said that he ‘‘was introduced by the Lord into the 
natural sciences when heaven was opened” to him. 
Before this, he had been instructed by dreams and 
visions and heard mysterious conversations. The 
Lord filled him with his spirit and led him into the 
spiritual world permitting him to see the heavens 
and the halls and to converse with angels, etc. His 
system based entirely on hallucinatory experiences 
is described in his book: DIVINE LOVE AND WISDOM. 
Swedenburgians now constitute a widespread and 
considerable society with a regularly constituted 
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ecclesiastical organization with zealous. It is ap- 
parent that the great religions of today have ac- 
cepted the teachings of leaders whose works have 
been inspired by transcendental or supernatural ex- 
periences. Many of the saints, rabbis, mystics and 
ecstatics claimed their convictions to be the result 
of revelation. Many of these revelations came to 
them in the form of words, sounds, symbols, visions, 
images or dreams. One can naturally ask why do 
we not encounter such phenomena today. In the 
first place, modern religions have been pretty well 
standardized and accepted, and each is capable of 
rendering the necessary comfort to its adherents. 
Our culture therefore does not offer the proper set- 
ting which is necessary for the development of such 
phenomena. Instead, in our time, we seem to be 
replete with all kinds of political crusades and ideol- 
ogies and sputniks. With it all, we witness perse- 
cution and intolerance just as was found in the 
religious movements. We must also admit that 
many a would-be mystic has been treated with ECT 
or insulin. The question is whether we should in- 
terpret the experience of the mystics as hallucina- 
tory and delusional or not. When is a hallucination 
not a hallucination? When is a delusion not a de- 
lusion? What is truth at one time may be declared 
untrue at another. By modern psychoanalytic inter- 
pretations one would probably have to consider the 
subjects of these phenomena as abnormal, but this 
may not be the whole answer. To quote Ernest 
Jones: “One can only say here that the lofty sense 
of spiritual value attaching to religious feeling and 
belief owes much of its importance to the fact that 
these at the same time fulfill the deepest cravings 
of the human mind and afford some appeasement 
to the unconscious moral tension. It is therefore 
not surprising that for many people they come to 
represent by far the most precious thing in life... . 
Religious beliefs, whether savage or Christian may 
or may not be true—in their nature they are not 
capable of proof or disproof but it is highly prob- 
able that they would have arisen in their identical 
forms whether they were true or not.” 

In closing, let me say that there is nothing new 
under the sun. There is a Hebrew legend believed 
by many, that the Prophet Elijah never died and 
that he can alight anywhere in the world by four 
flaps of his wings and then take off again. He cer- 
tainly has one on the sputniks who are up in space 
but have not yet learned how to descend. 
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Book Reviews 


THE MEASUREMENT AND APPRAISAL OF ADULT 
INTELLIGENCE: David Wechsler, Chief Psychol- 
ogist, Bellevue Psychiatric Hospital. Pp. 297. Cloth 
$5.00. The Williams and Wilkins Company, Balti- 
more 2, Maryland. Fourth Edition, 1958. 


The author properly postulates his conviction that 
intelligence is most usefully interpreted as an as- 
pect of the total personality. He views intelligence 
as an affect rather than a cause i.e. a resultant of 
interacting abilities. He indicates that psychologists 
are confronted with the problem of how these abil- 
ities act on each other to give the resultant effect 
called intelligence, but declares that “psychologists 
... have... been remiss in the way they present 
their results.” 


Extracts from the present work, now in its fourth 
edition, of this world renowned psychologist who 
enjoys the distinction of authorship of the Intelli- 
gence Scale which bears his name will be randomly 
quoted for his authoritative concept of Psychology 
and of the psychologists’ function. He states in 
part: “. .. Psychologists ... have sought... to 
account for the workings of the mind in terms of 
physical processes. The efforts have concerned 
themselves .. . either with the general . . . prob- 
lem of the relation of the mind to matter, or with 
the attempt, as in more recent years... to account 
for the correlates of the specific actions of the ner- 
vous system... but... there has been no com- 
parable attempt to explain intelligence. . . . The con- 
tribution of modern psychology has been not so 
much in the matter of defining .. . intelligent be- 
havior as in giving precision to ... available con- 
cepts through the introduction of quantitative meth- 
ods.” Further cn the author continues: “the aver- 
age psychiatrist without special training is no more 
expert in the field of intelligence diagnosis than he 
is in any other specialty in which he has had no 
training.’”’ From such eminent authority as this 
author, who is Chief Psychologist of Bellevue Psy- 
chiatric Hospital and a University Professor of 
Psychology, we note in his book the following clear 
definition of the province and function of the com- 
petent psychoiogist and the nature of his profes- 
sional responsibilities: ““The role of a competent psy- 
chologist is not that of a laboratory technician... 
more important than his ability to obtain an accu- 
rate IQ is his ability to interpret it correctly. ... 
Most psychiatrists now appreciate that the psycho- 
logical test is a diagnostic instrument. The inter- 
pretation of psychometric results . .. is or should 
be the job of the psychologist who administers 
them)” 


Nowhere in his excellent treatise on the sphere of 
activity of psychology wherein he inimitably cor- 
relates professional appraisal and mental classifica- 
tion does this author of impeccable standing incor- 
porate either by reference or by direct mention that 
the job of testing and interpretation of psycho- 
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metrics by his professional brethren presupposes in- 
clusion by them of “treatment” of patients. This 
latter, under such symboled language as psycho- 
therapy, therapy, analysis or whatsoever verbiage, 
is all obliqued toward treatment of uniform pa- 
tients with psychic illness who, when exposed to 
such performances by psychologists, receive it with- 
out the attendant legal and moral professional re- 
sponsibility. 

The author candidly indicates that his Wechsler 
Bellevue Intelligence Scale as well as his Wechsler 
Bellevue Adult Intelligence Scale, (the latter re- 
lated to changes in intellectual ability with age, sex, 
and those consequent upon brain pathology), are 
not culture-free, but hints that human intelligence 
is less conditioned by geography and local mores. 
Because of this view, the author suggests the ulti- 
mate feasibility of international translation of the 
Wechsler tests, with which this reviewer concurs 
on the basis of its academic authoritativeness and 
its universal use. The chapter on counseling and 
guidance should prove especially enlightening to 
those interested in the complex processes involv- 
ing the many areas of appraisal of the level of in- 
telligence, knowledge of its testing potentials and 
its uses in guidance, counseling and appraisal of re- 
latedness to levels of employability and/or rehabil- 
itation. The book is highly recommended to mem- 
bers of the psychological and medical professions 
as well as to those others concerned with employ- 
ment of personnel where evaluation of intelligence 
correlates with the ultimate performance criteria. 

Lewis J. Siegal, M.D., LL.B. 


A PRIMER OF CEREBRAL PALSY by Joseph D. 
Russ and Hyman R. Soboloff. Chas. C. Thomas, 
Springfield, IIl., pp. 77, bibliography. $4.00. 


The interest which lay people are now taking in 
specific diseases and disease entities, due to forma- 
tion of various associations to combat these ills, 
makes it incumbent upon the physician to have a 
ready reference, so that he may talk intelligently 
upon them. This holds true even though the con- 
dition is outside his field—he is often consulted 
about it, if not about the patients who suffer from 
the ailment. 

This primer, another excellent production in 
Thomas’ American Lecture Series, constitutes an 
excellent and ready review of the latest thinking 
on Cerebral Palsy. It consists of eleven chapters 
and a bibliography. It classifies the symptoms, dis- 
cusses the etiology and diagnoses, the therapy and 
prognosis. A very important part of the work is 
a discussion of the “cerebral palsy team,” its con- 
stitution and its aim. 

In general, this is an excellent primer and it is 
indeed worth having in one’s library; particularly is 
this true if one’s work has not brought him into 
contact with this type of patient for a long time. 

Francis J. Braceland, M.D. 
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BALDPATE, Inc. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


DEVOTED TO THE ACTIVE TREATMENT OF 


— Specializing in Psycho-Therapy, and Physiological therapies includ- 
ing: 
© Insulin Shock © Electro-Narcosis 
2828 S. PRAIRIE AVE. © Electro-Shock © Out Patient Shock Therapy | 
CHICAGO Available 
Phone VIctory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York | 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. Each 
patient is under daily psychiatric and medical supervision. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport, CApital 7-5105 


GEORGE S. HUGHES, M.D. ROBERT ISENMAN, M.D. 

LEO H. BERMAN, M.D. JOHN D. MARSHALL, JR., M.D. | 
ALFRED BERL, M.D. PETER P. BARBARA, PH.D. 

LOUIS J. MICHEELS, M.D. HEIDE F. and SAMUEL BERNARD, Administration 


New York Office: 46 East 73rd Street — LEhigh 5-5155 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
or phone 8-8291 for information 


Mild Mental and Nervous Cases 


also 
Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 
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Founded 1879 


RING SANATORIUM 
Eight Miles from Boston 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as indicated. 
Cottage accommodations meet varied individual needs. Limited facilities for the continued care 
of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Accredited by the APA and the Joint Commission on Accreditation of Hospitals. 


BENJAMIN SIMON, M.D. CHARLES E. WHITE, M.D. 
Direetor Assistant Director 


ARLINGTON HEIGHTS, MASSACHUSETTS - Mission 8-0081 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychésomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 
trained personnel. 


OCONOMOWOC, WISCONSIN 
PHONE LOGAN 17-5535 


OWEN OTTO, M.D. EUGENE FRANK, M.D. LEROY A. WAUCK, PH.D. 
Medical Director LOUIS J. PTACEK, M.D. Clinical Psychologist 
LOREN J. DRISCOLL, M.D. 


FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry. 


OSCAR ROZETT, M.D. THOMAS P. PROUT, Jr. 
Medical Director Administrator 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WhHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-pa- 
tients—stressing a homelike environment with separate building units and special cottages—air- 
conditioned. 

A complete neuropsychiatric diagnostic and treatment center including a department of psychol- 
ogy—encephalography—clinical laboratory and X-ray—psychotherapy—electroshock and insulin 
coma therapy, as well as psycho-surgery. 


ARTHUR J. SCHWENKENBERG, M.D. FRED H. JORDAN, M.D. 
JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 
JACKSON H. SPEEGLE, M.D. LUDLOW M. PENCE, M.D. 


Neurology Psychiatry 
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GLENSIDE HOSP{TAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 

The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 
Anesthesia by the Hand-Auden Associates and trained personnel available to cour- 
tesy staff. 

DORIS M. HORWOOD, Superintendent 


RUTH M. CROSSFIELD, M.D., Medical Director 


6 PARLEY VALE, JAMAICA PLAIN, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


HILLCREST HOSPITAL st. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, lOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


r l N E W O O D wl sii Physicians in Charge | 


DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 
Westchester County Katonah, N. Y. Tel.: Central 2-3155 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 4.43700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


For Intestinal Dysfunction beta) 
NUCARPON® 
NZ, 
Each tablet cont: Extract Nek 
of Rhubarb, Senna, Precip. =e 
Sulfur, Peppermint Oil, 33 
Fennel Oil in activated 
charcoal base 
For making Burew's Solution 
U.S.P. XIV 
ia WET DRESSING Use Kin 
PRESTO-BORO® 
(Aluminum Sulfate and 
Calcium Acetate) 
POWDER JN ENVELOPES 
— TABLETS — 
For treatment of Swellings, 
Inflammations, Sprains 
— 
For Pulmonary Conditions 
TRANSPULMIN® 


3% solution Quinine with 
22% Camphor for Intra- 
- muscular Injection. 


TANDARD PHARMACEUTICAL CO., INC., © 253 West 26th St., New York 
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